










Parent-child Interaction in Children with Autism Spectrum Disorder Who Vary in Symptom 
Severity and Level of Functioning 
 













Submitted in partial fulfillment of the  
requirements for the degree of  
Doctor of Philosophy  
under the Executive Committee of the  































Lauren J. Donnelly 





Parent-child Interaction in Children with Autism Spectrum Disorder Who Vary in Symptom 
Severity and Level of Functioning 
 
Lauren J. Donnelly 
 
The context of parenting children with Autism Spectrum Disorders (ASD) is understood 
to be extremely stressful and presents unique parenting challenges. Research with typically 
developing families has demonstrated that parent-child relationship difficulties and 
ineffectual/negative parenting practices are likely to exist in the context of high parental stress 
and child behavior problems, but few studies have observed parenting behaviors in families with 
a child with ASD.  This study examined three well-established components of parenting (i.e., 
emotional support, instruction/patience, and negative parenting/psychological abuse) using the 
Psychological Multifactor Care Scale – ASD Adapted Version (Donnelly, Brassard, & Hart, 
2014; Brassard, Hart, & Hardy, 1993) through observations of a structured and unstructured 
parent-child interactions in a sample of children diagnosed using gold standard ASD assessments 
(N=30; Autism Diagnostic Interview – Revised, Rutter, Le Couteur, & Lord, 2003; Autism 
Diagnostic Observation Schedule, Second Edition, Lord et al., 2012).  It was hypothesized that 
the relationships of parents and children with ASD would be similar to those of parents and 
neurotypical children but that these relationships would be moderated by cognitive ability (Full 
Scale IQ) and ASD symptom severity.   
 
The sample, of largely African American and Hispanic, working and middle class urban 
families, demonstrated high rates of positive parenting and low rates of negative parenting, and 
significantly better parenting compared with lower income urban maltreating and comparison 
families in a previous study using the same observational measure (Brassard et al., 1993).  Child 
cognitive level and symptom severity did not have the expected moderation effects between 
parent and child behaviors.   Similar to neurotypically developing children, children with ASD 
acted more negatively towards their parents when negative parenting was exhibited in the 
structured task.  In the unstructured task this relationship was moderated by cognitive level, 
suggesting that what is perceived by higher functioning children as intrusive, might function as 
helpful direction for lower functioning children.  Conversely, when higher functioning children 
display negativity towards their parents, their parents may act more negatively in turn.  Higher 
levels of negative parenting were related to lower levels of the child’s experience of the session 
in the unstructured task, but not in the structured task, indicating that negative parenting may be 
perceived variably by type of task. 
Positive parenting was related to the degree to which children were observed to have a 
good experience of the session, and this relationship was moderated by comorbidity of other 
disorders (mostly Attention-Deficit Hyperactivity Disorder) in the unstructured session; children 
without comorbid disorders were observed to have better experiences in the session, in 
comparison to children with comorbid disorders, when their parents exhibited greater amounts of 
positive parenting. The presence of a comorbid disorder was also associated with the degree to 
which parents exhibit patience in the structured task.  Parents displayed higher levels of patience 
and less negative parenting with children that did not have comorbid disorders.  Implications for 
parents with children with ASD and comorbid disorders are discussed.  Lastly, in regards to 
 
parent ethnicity, Hispanic parents tended to have children who directed less negativity towards 
their parents.   
Clinical implications for families and practitioners working with children with ASD and 
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Autism Spectrum Disorder (ASD) is a behaviorally defined neurodevelopmental disorder. 
Due to the infinite possibility of diagnostic symptom combinations, individuals with ASD make-
up an extremely heterogeneous group.1 The core deficits of ASD include deficits in 
communication and socialization, as well as the presence of stereotyped and repetitive behaviors 
(American Psychiatric Association [DSM-IV-TR], 2000; American Psychiatric Association 
[DSM-5], 2013). Furthermore, many children with ASD display maladaptive and aggressive 
behaviors (e.g., hitting, throwing objects, spitting). In addition, children with ASD vary in their 
level of functioning (i.e., adaptive and cognitive functioning). Coupled with a lack of social 
awareness and understanding, many children with ASD display behaviors (e.g., repetitive and 
stereotyped behaviors and/or maladaptive behaviors) that can be viewed by their caregivers as 
difficult to manage and possibly embarrassing (Lecavalier, Leone, & Wiltz, 2006; Seltzer, 
Krauss, Orsmond, & Vestal, 2001). The combination of these symptoms and the presence of 
problem behaviors can create varying and distinct challenges for parents of individuals with 
ASD.  
In depth studies investigating the nature of aggression of children with ASD have 
revealed that these children often act aggressively towards their own family members (Kanne & 
Mazurek, 2011). Parents of children with ASD report high levels of anxiety, depression, and 
divorce, as well as low levels of wellbeing and support (Baker, Smith, Greenberg, Seltzer, & 
Taylor, 2011; Benson, 2010; Hartley et al., 2010), which may be a product of managing 
challenging child behaviors and the burden of personal and financial stress that ensues when a 
parent is caring for a child with ASD. Due to such stress and challenge, parenting behaviors 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1	  The heterogeneity of ASD may impact study results, as this study does not limit inclusion 
based on level of functioning, symptom of severity, or comorbidity of other disorders. 	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within this population are likely to deteriorate, although there is remarkably little research on this 
subject.  
While little is known about the parenting behaviors of parents of children with ASD, a 
wealth of knowledge exists regarding the welfare of these parents. Specifically, mothers of 
children with ASD are among the most stressed and isolated group of parents (Osborne & Reed, 
2009; Seltzer et al., 2001; Weiss & Lunsky, 2011).2 Parents of children with ASD have 
significantly higher levels of divorce and depression, and have lower levels of wellbeing and 
sense of competence than parents of children with other psychiatric conditions and 
developmental disorders (Benson, 2010; Donenberg & Baker, 1993; Eisenhower, Baker, & 
Blacher, 2005; Hartley et al., 2010; Holmes & Carr, 1991). Furthermore, research suggests that 
there is a link between a child’s problem behaviors and their parent’s wellbeing. Studies have 
found that problem behaviors exhibited by a child with ASD are predictive of a parent’s stress, 
depression, and wellbeing (Donenberg & Baker, 1993; Lecavalier et al., 2006; Osborne & Reed, 
2009; Seltzer et al., 2001); therefore, it is likely that child problem behaviors exacerbate parental 
stress.  
Importantly, longitudinal and treatment studies with neurotypical children and children 
with problem behaviors (without ASD) have found a robust relationship between the quality of 
parenting and children’s behavior problems (Brassard & Donovan, 2006; Fite, Colder, Lochman, 
& Wells, 2006; Patterson, DeBarsyshe, & Ramsey, 1990; Shaw & Bell, 1993; Vuchinich, Bank, 
& Patterson, 1992; Webster-Stratton & Eyberg, 1982). These studies show that child problem 
behaviors are correlated with ineffectual (e.g., lack of parental monitoring and inconsistent 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
2	  Most research in this area has been conducted with mothers; however, research with fathers 
also shows high levels of stress (Davis & Carter, 2008; Seltzer et al., 2001).  Distinctions 
between mothers and fathers will be made later.	  
 
3 
discipline) and abusive parenting behaviors and are likely to lead to familial aggression and a 
decline in the use of proactive social skills by parents. Therefore, the parent-child relationship 
can become one of mutual aggression and/or disengagement. However, a range of parenting 
behaviors, in the context of the ASD parent-child relationship, has not been studied in depth.    
Much of the research investigating the parent-child relationship within the ASD 
population has focused primarily on child behaviors.  This focus is possibly due to an inaccurate, 
yet common theory in the 1950-1970’s, that a mother’s emotional unavailability (i.e., the 
“refrigerator mother”, a theory popularized by Leo Kanner and Bruno Bettelheim) was the cause 
of ASD (Attwood, 2008). As a result, parent psychopathology and core parenting behaviors have 
largely been overlooked. In the limited research in which core parenting behaviors have been 
investigated in the ASD population, examinations of the full range (i.e., including constructive, 
supportive, ineffectual, and abusive behaviors) of parent behaviors are sparse. This research is 
unique in that it examines both prosocial and supportive parenting behaviors, as well as coercive 
and punitive behaviors within a parent and child interaction with a child with ASD. This 
approach to understanding the parent-child relationships within families with a child with ASD is 
necessary because of the extreme stress that families with a child with ASD endure and the 
primary focus on managing child behaviors that most current treatments offer (Dykens, Fisher, 
Taylor, Lambert, & Miodrag, 2014; Mahoney & Wiggers, 2007; Rogers & Dawson, 2009).  
Additionally, most parenting research within this population has focused on parental wellbeing 
(Zhou & Yi, 2014). Due to minimal research regarding parenting behaviors within this 
population, researchers and practitioners are currently unable to adequately aid and advise 
parents of children with ASD. Therefore, studying the main dimensions of parenting in the 
 
4 
context of an ASD population will help to better understand how to support parents and families 
with children with ASD.  
Previous research with neurotypically developing populations has established three core 
dimensions of parenting, and these dimensions will be studied within the current research with 
parents and their children with ASD: a) instruction, scaffolding, guidance (the absence of which 
is social and/or cognitive neglect); b) emotional support (the absence of which is emotional 
neglect); and c) psychological aggression and emotional abuse (Baumrind, 1996; Baumrind, 
2005; Canetti, Bacher, Galili-Weisstub, DeNour, & Shalev, 1997); Dix, 1991; Hart & Brassard, 
1986; Parker, 1979; Wilhelm, Niven, Parker, & Hadzi-Pavlovic, 2004).  
It is clear that the ASD profile is unique and that parents with children with ASD are 
under extreme stress, but little is known about the core dimensions of parenting.  Specifically, it 
is not known if parental stress results in damaging parental practices within this population. 
While there is a link between parental stress and harmful practices in other populations, this 
correlation is not known to exist in an ASD population.  Instead, there is a good reason to believe 
that in order to be effective, parents with children with ASD may need to alter their parenting 
behaviors, in a proactive manner, in order to help their child (for example, children with ASD 
may benefit from different types of parental behavior as was observed by the parents of toddlers 
with ASD when the child displayed negativity during a joint attention intervention [Gulsrud, 
Jahromi, & Kasari, 2010]). However, current research does not examine the full continuum of 
parenting behaviors in this population in order to address the question of whether or not parents 
of children with ASD exhibit behaviors similar to those of other stressed parents of children with 
behavior problems.  
 
5 
Through observations of a structured and unstructured parent-child interaction, this 
dissertation will measure observed nonverbal and verbal behaviors that reflect the degree of 
parental emotional support, the quality of the parent’s instruction and scaffolding, and the degree 
to which parents are critical or punitive of their child. This dissertation will investigate 
differences among parenting behaviors in parents of elementary aged children who have been 
diagnosed with ASD using gold standard assessments and who vary in adaptive and verbal 
functioning levels. Finally, this population will represent diverse racial and ethical backgrounds, 
filling another gap in current ASD research.  
This dissertation’s literature review will discuss the diagnostic/operational definitions of 
ASD and psychological maltreatment3 (PM), and will critically examine how high levels of 
parental stress of parents with children with ASD and aggression of children with ASD impacts 
the parent-child relationship. Additionally, the literature review includes an examination of the 
core dimensions of parenting behavior. Furthermore, the dissertation reviews the existing 
literature on parental behaviors of parents of children with ASD and parent-child observations 








	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
3 Psychological maltreatment is often referred to as negative parenting, emotional maltreatment, 





Autism Spectrum Disorder (ASD): Definitional Framework 
Autism Spectrum Disorder (ASD) is a neurodevelopmental disorder characterized by 
deficits in two domains: social communication, and stereotyped, repetitive, and restrictive 
behaviors (American Psychiatric Association [DSM-5], 2013). For the purposes of this literature 
review, ASD encompasses the following disorders: autism, Asperger’s Disorder, and Pervasive 
Developmental Disorder – Not Otherwise Specified (PDD-NOS).4 As a whole, these three 
disorders have routinely been referred to as Autism Spectrum Disorders.  Varying diagnostic 
labels (i.e., autism, Asperger’s, and PDD-NOS) are used within this literature review, as the 
majority of research reviewed was conducted before the DSM-5 was published.  
The prevalence of ASDs has increased in recent years. The most recent research from the 
Center for Disease Control and Prevention (CDC), using 2012 data, states that ASDs affect about 
one in 68 children in the United States (CDC, 2014). Additionally, boys are impacted about four 
to five times more than girls.  It is estimated that one in 42 boys and one in 189 girls in the 
United States are diagnosed with ASD.  
The diagnostic criteria for autism include impairments in social interaction and 
communication and the presence of restrictive and/or repetitive interests and/or behaviors 
(American Psychiatric Association [DSM-5], 2013). Moreover, these developmental 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
4	  According to the DSM-IV (American Psychiatric Association [DSM-IV-TR], 2000) diagnostic 
criteria for autism, individuals were required to have impairments in three areas: communication, 
socialization, and restricted and repetitive behaviors.  Furthermore, these developmental 
abnormalities had to be present before 36 months old.  In order to meet criteria for Asperger’s 
Disorder, individuals had to have impairments in the social, communication, and restrictive and 
repetitive domains; however, they could not have a language delay or cognitive impairment. An 
individual that met criteria for PDD-NOS has deficits in these areas, but did not meet full criteria 
for Asperger’s Disorder or autism.	  
 
7 
abnormalities must be present early in one’s life and cause significant impairments in 
functioning. Individuals with ASD display a range of symptoms and cognitive abilities; 
therefore, they differ in terms of their ability to function independently. 
In order to better understand the specific deficits of an individual with ASD, examples of 
social, communication, and behavioral impairments are outlined below (American Psychological 
Association [DSM-5], 2013). Individuals with ASD may lack the following social skills: play 
skills (e.g., make-believe play and functional play with toys), social imitation, social relatedness 
and interaction (e.g., affective reciprocity), eye contact, emotion recognition, theory of mind, and 
empathy.  Communication impairments include: delayed/lack of spoken language, deficits in 
verbal/nonverbal interaction, diminished or absent gestural communication, impaired pragmatic 
language (e.g., difficulties sustaining back and forth conversations and having conversations on 
topics that are not of personal interest, understanding irony and sarcasm). Further, many 
individuals with ASD display atypical language use (i.e., immediate/delayed echolalia and/or 
scripted speech). In the realm of repetitive behaviors or interests, individuals with ASD may 
display varying degrees of the following symptoms: repetitive behaviors or restricted interests 
(i.e., inflexible adherence to routines), motor stereotypes (e.g., flapping, rocking), intense 
preoccupations, repetitive play with objects, difficulties changing routines, and sensory-seeking 
behaviors. Notably, the above behaviors and features of ASD may not be apparent in all 
individuals with ASD. For example, an individual may engage in age-appropriate eye contact; 
however, he or she may have difficulties sustaining conversations on topics other than an intense 
preoccupation.  
Individuals with ASDs may display deficits in the previously mentioned domains in a 
variety of ways. For example, the autism spectrum ranges from nonverbal individuals with 
 
8 
extremely low cognitive abilities (deficient range) to people who are verbally fluent and have 
superior cognitive abilities (American Psychiatric Association [DSM-IV-TR], 2000; American 
Psychiatric Association [DSM-5], 2013). Professionals and researchers tend to label individuals 
with ASD in terms of their language, cognitive, and adaptive behaviors, resulting in “low 
functioning” and “high functioning” titles. The heterogeneity of the autism spectrum makes it 
difficult to diagnose, particularly in individuals with milder forms of the disorder, and to 
determine its origin (Mandell, Novak, & Zubritsky, 2005a). Additionally, due to the 
heterogeneity of the disorder and multitude of behaviors associated with ASD, research and 
interventions for children with ASD tend to focus on specific child behaviors (Corsello, 2005; 
Howlin, Magiati, & Charman, 2009; Rogers & Dawson, 2009). 
In addition to core diagnostic deficits, there are many additional characteristics/features 
associated with ASDs. For example, many individuals diagnosed with autism are also diagnosed 
with Intellectual Disability (ID; previously termed “Mental Retardation”), with some findings 
indicating that about 79% of individuals diagnosed with autism also have ID (note that this 
number does not include diagnoses of PDD-NOS or Asperger’s; Edelson, 2006; Volkmar & 
Klin, 2005). Individuals with Asperger’s Disorder and high functioning autism are frequently 
diagnosed with one or more comorbid psychiatric disorders (one study indicated the prevalence 
of being diagnosed with at least one comorbid disorder was 74%; Mattila et al., 2010). Mattila et 
al.’s study also found that many of these individuals have multiple comorbid psychiatric 
disorders (42% of the sample had been diagnosed with 2 or more comorbid disorders). Anxiety 
disorders, Attention-Deficit Hyperactivity Disorder (ADHD), tic disorders, and Oppositional 
Defiant Disorder (ODD) were common in this sample. Additional associated 
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symptoms/diagnoses that co-occur with ASD include mood disorders, phobias, impulsivity, 
inattention, obsessive-compulsive features, and aggression.  
Regardless of differing presentations of individuals with ASD, many of the above-
mentioned behaviors are viewed as abnormal, peculiar, and constantly challenging to the child’s 
caregivers. Additionally, outcome and longitudinal studies with individuals with ASD indicate 
that there is no “cure” for ASD and that the diagnosis persists over time and into adulthood 
(Anderson et al., 2007; Ballaban-Gil, Rapin, Tuchman, & Shinnar, 1996; Lord et al., 2006). 
Specifically, Howlin and colleagues (Howlin, Goode, Hutton, & Rutter, 2004; Howlin, 
Mawhood, & Rutter, 2000) found that 75-85% of individuals maintained their diagnosis of ASD 
into adulthood. Results also suggest that there are suboptimal outcomes for adults with ASD in 
terms of social, communicative, behavioral, and adaptive skills. Additional studies examining the 
adults (individuals over 18 years old) with ASD (Lord & Bailey, 2002; Lord & Venter, 1992; 
Soorya, 2008; Venter, Lord, & Schopler, 1992), found that about half of the sample had 
behavioral disturbances, 72%-82% required residential support, and only about 5% were 
adequately employed. Factors affecting adult outcomes included expressive language, language 
comprehension, fine motor skills, level of aggression, adaptive skills, social understanding, and 
academic achievement. In addition, outcomes were more positive when an individual had 
sustained, long-term support from parents, schools, the community, and one’s state. Importantly, 
a top factor related to being removed from one’s home was identified as an individual’s 
aggression/irritability.  Taken together, these studies’ results reinforce the need for long-term 
support for individuals with ASD and their families.  
In addition to examining child level of functioning and severity of symptoms in the 
context of the parent-child relationship, this study will examine problem behaviors, including 
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aggression, as an associated feature of ASD (to be described in more detail in subsequent 
sections). The impact of child aggression on parent-child interactions is notable as many parents 
cited child aggression as the cause of the most problems with their child in day-to-day life 
(Holmes & Carr, 1991). Maladaptive/problem behaviors (which include aggression) of children 
with ASD are often noted as the reason for referral to outpatient clinics (Love, Carr, & LeBlanc, 
2009).  In addition, within the only known large-scale study examining prevalence rates of 
aggression in ASDs, Kanne and Mazurek (2011) indicated that over 50% of their sample 
currently engaged in some form of aggression towards caregivers. Further, their data suggested 
that at some point in the lifetime of the individual with ASD, 68% of individuals had engaged in 
aggression towards their family members (aggression was defined broadly by items on the 
Autism Diagnostic Interview – Revised (ADI-R; Rutter et al., 2003), an autism-specific 
diagnostic interview administered with a child’s caregiver).  Therefore, aggressive behaviors of 
children with ASDs are extremely prevalent.  Moreover, aggressive interactions between child 
and caregiver may put extensive strain on the parent-child relationship, negatively impacting 
parental wellbeing, and affecting parenting behaviors.  
Overall, the differing presentation of individuals with ASD (i.e., varying levels of 
functioning and symptom severity, the presence of maladaptive behaviors, and comorbid 
diagnoses) could create a distinct and difficult parenting context for caregivers of individuals 
with ASD. Unfortunately, possibly due to the reluctance of researchers and clinicians to re-
examine parenting behaviors in this population due to the inaccuracy of parental-blame in early 
ASD models (i.e., “refrigerator mother”), little research exists examining how a range of 
parenting behaviors (both positive and negative behaviors) may differ within the ASD population 
in comparison to populations with neurotypical and problem-behavior children.  
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Aggression and Behavior Problems as Associated Symptoms of ASD 
While aggression and maladaptive behaviors are not diagnostic features of ASD, many 
individuals with ASD exhibit these behaviors and aggression is referred to as an associated 
symptom of the disorder (American Psychological Association [DSM-IV-TR], 2000; American 
Psychological Association [DSM-5], 2013). Moreover, a major facilitator of high parental stress 
levels of parents of children with ASD is likely child behavioral problems (Lecavalier et al., 
2006; Osborne & Reed, 2009); therefore, it is necessary to review literature on aggression and 
behavior problems in this population.  High rates of physical aggression, including hitting, 
throwing objects, and violent behavior during tantrums, exist within this population (Brereton, 
Tonge, & Einfeld, 2006; Guttmann-Steinmetz, Gadow, & DeVincent, 2009; Hartley, Sikora, & 
McCoy, 2008; Love et al., 2009; Matson & Rivet, 2008; Mayes et al., 2012; McClintock, Hall, & 
Oliver, 2003).  Aggressive behaviors may manifest in many different environments; however, 
one large-scale research study indicated that children with ASD are most often aggressive 
towards their family members in comparison to being aggressive towards other individuals 
(Kanne & Mazurek, 2011).  While it is believed that children with ASD rarely intend to 
intentionally harm others and the motivation for engaging in aggressive behaviors is unknown 
(Farmer & Arman, 2011; Love et al., 2009), their aggressive behaviors may create parental and 
familial stress and behavioral management problems nonetheless. As a result, a mutually hostile 
relationship may form between parents and their children with ASD. This section details research 
on high levels of aggression within the ASD population and makes a case for why children’s 
aggression may lead to a stressful and hostile home environment. Additionally, these problem 




It should be noted that the studies mentioned below used varying methods to examine 
aggression (e.g., parental report, examiner observation, functional behavioral analysis, and chart 
review). As a result, aggression is often referred to in the context of other maladaptive behaviors 
or behavior problems. Moreover, most of the studies did not determine to whom the child’s 
aggression was directed, if toward anyone. As such, it is imperative that future studies address 
these research gaps. This study will specifically assess how child aggression is related to 
parenting behaviors in the context of a parent-child interaction. 
In recent years, various research studies have investigated the prevalence of aggression in 
ASD and the degree to which aggression is viewed as a problem behavior exhibited by 
individuals with ASD (Brereton et al., 2006; Guttmann-Steinmetz et al., 2009; Hartley et al., 
2008; Kanne & Mazurek, 2011; Love et al., 2009; Matson & Rivet, 2008; Mayes et al., 2012; 
McClintock et al., 2003). While current rates of aggression vary, it is clear that aggression is a 
significant problem behavior of individuals with ASD. In addition, it is evident that caregivers 
recognize the impact that aggression may have on their child’s functioning, because in the 
majority of studies, it was the parents who rated the prevalence and influence of these behaviors. 
Furthermore, in many cases, caregivers rated aggression as causing problems both in their 
interactions with their child and in parental day-to-day functioning. Since it has been established 
that parental and child aggression develops into coercive interactions, creating increasingly 
hostile family environments (Egeland, Jacobvitz, & Sroufe, 1988; Fite et al., 2006; Lutzger, 
1984; Milner & Chilamkurti, 1991; Patterson, 1976, 1982, 1986; Patterson, Reid, & Dishion, 
1992; Urquiza & McNeil, 1996; Vuchinich et al., 1992), it is important to study this relationship 
in the context of families with a child with ASD. While in the general population, it is likely 
insensitive and harsh parenting creates child behavior problems (Bolger & Patterson, 2001; 
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Egeland et al., 1988; George & Main, 1979; Lutzger, 1984; Patterson, 1986), the reverse may be 
true for an ASD population. Meaning, since ASD is an organic disorder, the problem behaviors 
(including aggression) that are characteristic of those with an ASD diagnosis are likely to impact 
parent wellbeing and, at times, lead to ineffectual parenting techniques. As such, it is necessary 
to understand how these problem behaviors manifest within the ASD population.  
In the only known large-scale study examining prevalence rates of aggression in ASD, 
Kanne and Mazurek (2011) indicated that over 50% of their sample (1,380 children with ASD 
recruited from the Simons Simplex Collection5) were currently engaging in some form of 
aggression towards family members (no breakdown of “family members” is given, as these data 
are from one item on the Autism Diagnostic Interview – Revised [ADI-R; Rutter et al., 2003] 
which is coded solely based on an interview question asking parents if their child engages in 
aggressive acts towards anyone in the family6). Further, their data suggested that 68% of 
individuals with ASD had engaged in aggression towards their family members at some point in 
time, and 49% of the sample had engaged in aggression towards individuals outside of the family 
unit at some point in time. Additionally, aggression was reported as more common in younger 
children with ASD.  In comparison to individuals solely diagnosed with Intellectual Disability 
(ID), individuals with ASD tend to display much higher rates of aggression (American 
Psychological Association [DSM-5], 2013; Emerson et al., 2001). It is important to note that 
because the ADI-R was only administered with parents of children with ASD, no comparable 
data exists on typically developing children or those with externalizing disorders in term of the 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
5 The Simons Simplex Collection is a nation-wide study of 2,700 families across 12 sites.  Each 
family had one child diagnosed with autism (i.e., a simplex family). In this study’s sample, 
children ranged from 4-17 years old; the majority of the sample was males; and the child’s IQ 
ranged from 13-167, severely deficient to very exceptional. 
6	  The	  ADI-R (Rutter et al., 2003) aggression items lack sensitivity and, due to the nature of the 
coding of the ADI-R, these items do not specify the exact type of aggression enacted.	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percentage of children who engaged in aggression toward individuals within and outside of the 
family at some point in time. 
An additional large-scale study examined levels of problem behaviors in autism, other 
clinical disorders, and neurotypical children (Mayes et al., 2012).7  With a sample of 302 
children with high functioning autism (IQ>80) and 133 children with low functioning autism 
(IQ<80), Mayes et al. found that the children with autism had significantly higher aggression, 
explosive, and oppositional scores than children with ADHD-inattentive type, anxiety disorders, 
traumatic brain injury, and typical development (notably, groups other than the autism group 
were not divided based on IQ score). As a result, Mayes et al. concluded that children with 
autism had higher levels of problem behaviors than clinical comparisons and about 40% of 
individuals with autism in this sample also met criteria for ODD.  
Similarly, Guttmann-Steinmetz et al. (2009) examined ODD behaviors in individuals 
with ASD, ADHD, chronic multiple tic disorder, and controls.  The authors determined that boys 
with ASD had more severe ODD symptoms than controls. They also found that children with 
diagnoses of both ASD and ADHD were at significantly greater risk for ODD behaviors. As the 
“ASD with comorbid ADHD” group obtained significantly more severe scores than the group 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
7	  All children were referred to a psychiatry clinic; therefore, the sample is a clinical, not 
community sample. All diagnoses were made by licensed psychologists or board certified 
psychiatrists based upon interviews, record reviews, observations, and responses on 
questionnaires (diagnoses were based on DSM-IV-TR criteria; American Psychological 
Association, 2000).  The reported data regarding child problem behaviors was collected using 
three subscales of the Pediatric Behavior Scale (PBS; Lindgren & Koeppl, 1987 as cited in 
Mayes et al., 2012), a parental report scale, administered to the patient’s mothers. The three 
subscales listed "included: five explosive items (explosive, irritable or angry, overreactive, 
temper outbursts, and moody), four oppositional items (defiant, argues, uncooperative, and 
disobedient), and eight aggression items (mean, threatens, fights, physically aggressive, 
destructive, lies, steals, and self injurious behavior)" (Mayes et al., 2012, p. 3).	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that only had ASD, the authors concluded that ADHD was a risk factor for ODD symptoms in 
individuals with ASD.  
Additional research, with more limited sample sizes, also suggests high rates of problem 
behaviors and aggression in children with ASD. For example, in a study of preschoolers with 
autism (N=169), Hartley et al. (2008) found that 22.5% of the children had Clinically Significant 
levels of aggression and 27% of ASD preschoolers’ scores fell in the Clinically Significant range 
for externalizing problems (as rated by their scores on the aggression subscale of the Child 
Behavior Checklist [CBCL; Achenbach & Rescorla, 2000], a parent checklist of internalizing, 
externalizing, and problem behaviors).  The study results suggest that preschoolers with ASD are 
rated by parents as displaying significant maladaptive behaviors.  Such challenging child 
behaviors may, in turn, impact parenting behaviors.  
A review of the literature suggests that a variety of factors may act as predictors of 
aggression for children with an ASD. Kanne and Mazurek (2011) found that significant 
predictors of aggression were younger age, higher family income, parent-rated ASD symptoms 
(based on the Social Responsiveness Scale [Constantino et al., 2003] scores), and repetitive 
behaviors. In terms of repetitive and restrictive behaviors, the Autism Speaks organization 
(Wallace, 2011) suggests that the disturbance of a child’s routine and/or adverse sensory 
stimulation may trigger aggressive episodes. Additionally, significant predictors of externalizing 
behaviors of children with ASD included lower nonverbal cognitive functioning, expressive 
language deficits, and low adaptive skills (Hartley et al., 2008).  In a sample of individuals with 
ASD and ID, ASD symptoms (impairments in socialization and communication and restricted 
and repetitive behaviors) were significant predictors of aggression (Matson & Rivet, 2008).  
However, some studies have found that clinician ratings of symptom severity are not predictive 
 
16 
of aggression (Kanne & Mazurek, 2011; Mayes et al., 2012). In addition, an examination of 
symptom severity of adults with ID and ASD indicated that the relationship between aggressive 
behavior and ASD severity was not significant (Matson & Rivet, 2008).8  Further, research 
varies regarding gender differences of aggressive behaviors, as some studies report no significant 
differences between males and females (Kanne & Mazurek, 2011) and others report higher levels 
of aggression in males with ASD (Mayes et al., 2012).  
Importantly, children with ASD may act aggressively without meaning to physically or 
psychologically hurt others (Farmer & Arman, 2011; Love et al., 2009). Instead, they may act 
aggressively when they want something to stop or continue, and when they are unable to 
effectively communicate their wants and needs. Autism Speaks (Wallace, 2011) indicates that 
triggers for aggressive behaviors in children with ASD are often associated with core symptoms 
of the disorder (i.e., difficulties with communication and restricted and repetitive behaviors). For 
example, when restricted interests are interrupted, children may become aggressive. It is 
suggested that frustration often leads to aggression in children with ASD. As a result, the 
intentionality of aggression may differ between children with ASD and their typically developing 
peers. Importantly, parents of children with ASD may be able to interpret this lack of 
intentionality and respond differently to aggression and problem behaviors than parents of 
typically developing individuals. Specifically, they may respond in a warmer, more supportive 
way by increasing scaffolding and structure. 
Regardless of a child’s frustration level or intention, it is clear that the display of 
aggression (and other problem behaviors) by children with ASD impacts parental wellbeing and 
family functioning (see the next section on parental stress and wellbeing). Specifically, 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
8	  Within this sample, of the participants classified as having high and low ASD symptom 
severity, 15% and 18% engaged in aggression towards others, respectively.  	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maladaptive behaviors, such as aggression, negatively impact the family environment and 
parental behaviors. As a substantial literature base on families with typically developing and 
behavior problem children shows strong correlations between the quality of parenting and 
children’s distress and behavior problems (Bolger & Patterson, 2001; Brassard & Donovan, 
2006; Egeland et al., 1988; George & Main, 1979; Lutzger, 1984; Patterson, 1986; Shaw & Bell, 
1993; Webster-Stratton & Eyberg, 1982), it is essential to investigate the reciprocal nature of this 
relationship in an ASD population. The high prevalence of aggression and problem behaviors in 
the ASD population is likely to impact parenting practices. However, very little research has 
explored this relationship. Due to the established relationship between harsh discipline and child 
aggression in the general population, it is important to understand how the unique ASD profile 
impacts parenting behaviors. 
Parental Stress and Wellbeing  
Parenting a child with ASD is an extremely stressful, unique context. Presuming that a 
mother or father’s own psychological wellbeing impacts their ability to parent, this section 
examines the existing research on the parental stress and wellbeing of parents of children with 
ASD. In addition, this section also reviews research outlining how specific child behaviors (e.g., 
aggression, symptom severity, and level of functioning) impact the psychological functioning of 
parents. 
Among autism researchers there is a growing concern regarding the welfare of parents of 
children with ASD. Mothers of children with ASD are viewed as a very stressed and isolated 
group of parents (Osborne & Reed, 2009; Seltzer et al., 2001; Weiss & Lunsky, 2011). They 
have dramatically higher levels of divorce and depression, and have lower levels of wellbeing 
and sense of competence than parents of children with other psychiatric conditions and 
developmental disorders (Fragile X Syndrome, Down Syndrome, Intellectual Disability, and 
developmental delays; Abbeduto et al., 2004; Benson, 2010; Donenberg & Baker, 1993; 
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Eisenhower et al., 2005; Hartley et al., 2010; Holmes & Carr, 1991). As a result, it is vital to 
examine the parenting behaviors of this group of parents in order to enable psychologists to 
clinically support both parental and child wellbeing.  
Factors contributing to a lower sense of psychological wellbeing include: lower levels of 
marital intimacy, feelings of less competency, higher levels of maternal depression, increased 
fatigue, social isolation, financial stress, and significantly higher rates of divorce (Hartley et al., 
2010; Seltzer et al., 2001; Smith, et al., 2010; Weiss & Lunsky, 2011). Importantly, mothers of 
children with ASD are typically viewed as having lower levels of psychological wellbeing than 
fathers, making mothers of children with ASD an extremely vulnerable group of parents.  
Many studies have exclusively studied the psychological profiles of mothers with 
children with ASD (possibly due to analyses indicating that their wellbeing is impacted greater 
than fathers or possibly because mothers are typically the primary caregiver to their child with 
ASD). Specifically, Smith et al. (2010) examined the weekly experiences and emotional status of 
mothers of children with ASD in comparison to mothers of children without disabilities. The 
authors found that mothers of children with ASD self-reported significantly lower levels of 
positive affect and higher levels of fatigue. Additionally, mothers of children with ASD reported 
more time spent on childcare and household chores and less time on pleasurable activities than 
parents of children without disabilities. Such factors may contribute to a depressed mood and 
lower levels of psychological wellbeing. Moreover, research studying maternal and paternal 
wellbeing found significantly higher levels of maternal depression versus paternal depression 
(Davis & Carter; 2008; see Seltzer et al., 2001 for a summary of recent findings); therefore, 
researchers concluded “the combined results of these studies suggest that mothers may be 
affected more negatively than fathers as a result of parenting a child with autism” (Seltzer et al, 
2001, p. 274).  
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However, both mothers and fathers of children with ASD tend to score high on measures 
of parental stress, lower marital intimacy, and feelings of competence, and both mothers and 
fathers wellbeing seems to be impacted by their child’s behaviors. For example, Davis and Carter 
(2008) and Hall and Graff (2011) studied the stress levels of mothers and fathers of children with 
ASD. Both research groups reported high levels of parental distress for mothers and fathers; 
however, mothers tended to receive higher scores, though not significantly different, on the 
Parenting Stress Index – Short Form (PSI-SF; Abidin, 1995).  Additionally, child factors acted as 
significant predictors of parental stress for both mothers and fathers (Davis & Carter, 2008). 
Specifically, lack of child social relatedness was a significant predictor of stress for both mothers 
and fathers, but “[child] regulatory problems were associated with maternal stress, whereas 
[child] externalizing behaviors were associated with paternal stress” (Davis & Carter, 2008, p. 
1278).  Importantly, within this study, the child’s cognitive functioning was not related to 
parental stress.  Unfortunately, not many studies have investigated the wellbeing of fathers with a 
child with ASD. 
Additionally, in terms of familial factors as a whole, Weiss and Lunsky (2011) found that 
family distress (as measured by the Brief Family Distress Scale: a one item measure, validated in 
the ASD population, examining family crisis and stress levels) was,  
negatively correlated with helpful coping mechanisms (family hardiness and parent 
empowerment) and positive adjustment (caregiver quality of life and positive parenting 
experiences), and positively correlated with known stressors (severity of aggressive 
behavior and negative life events) and problematic coping and outcomes (caregiver 
burden, worry, and mental health problems. (p. 522) 
 
Furthermore, divorce levels of parents of children with ASD have been found to remain high as 
the child ages, in comparison to a decrease in divorce rates of parents of neurotypical children 
(rates decreased after about the eighth birthday of neurotypical children; Hartley et al., 2010), 
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which led the researchers to suggest that the stress associated with parenting a child with ASD 
does not attenuate as a child ages. As a result of the aforementioned factors, Seltzer et al. (2001) 
suggests that parents of children with ASD are “at risk for depression, social isolation, fatigue, 
and frustration” (p. 287) – factors that have the potential to greatly impact parenting behaviors. 
Importantly, one study also looked at how these factors (stress, depression, etc.) were 
related to a mother’s sense of self-efficacy (Kuhn & Carter, 2006). Investigating these 
relationships is significant because a mother’s “feelings of competence in the caretaking role… 
[and her] judgment of how well she can function in a caregiving capacity and address specific 
tasks or challenges related to the parenting role” (the definition used by the author’s for self-
efficacy; p. 565) may be directly related to her parenting behaviors. The authors found that 
parenting stress, depression, and guilt (defined as, “feeling that she was not promoting her 
child’s development to the greatest extent possible,” p. 569) were all negatively correlated with 
maternal self-efficacy (p < .001 for all correlations), and maternal agency (defined as, “the 
ability to maintain an active role in her child’s development” p. 569) was positively associated 
with maternal self-efficacy (p < .001).  As such, results suggest that a mother’s perception of her 
effectiveness may impact her wellbeing and vice versa. Additionally, this may have a direct 
relationship on a mother’s parenting behaviors (i.e., her ability to offer emotional support and her 
confidence in providing instruction and ability to scaffold tasks). However, it is important to note 
that the group of mothers studied was not a diverse group and child diagnosis was not verified. 
In addition, behaviors of children with ASD are significantly related to parental stress and 
welfare (Donenberg & Baker, 1993; Lecavalier et al., 2006; Osborne & Reed, 2009; Seltzer et 
al., 2001). Specifically, child behavioral symptoms were predictive of maternal outcome (i.e., 
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stress, depression, wellbeing).9 As a result, higher levels of problem behaviors and maladaptive 
behaviors in children with ASD put parents of these children at risk for their own psychiatric 
problems. Research indicates that child behavior problems might impact parental stress more 
than autism symptom severity and child cognitive functioning (Lecavalier et al., 2006; Osborne 
& Reed, 2009). In particular, Osborne and Reed (2009) found that parenting stress was highly 
correlated with a child’s behavior problems (parental stress was significantly correlated with 
disruptive behavior at two time points), even when the ASD symptom severity and IQ were 
controlled for. Interestingly, when parents of children with ASD have been compared to parents 
of children with externalizing behavior problems who were not diagnosed with ASD 
(externalizing problems was defined as: “hyperactive behaviors, noncompliance, poor rule-
governed activity, aggression,” in this particular study; Donenberg & Baker, 1993, p. 179), both 
groups of parents scored similarly on measures of parental stress (Donenberg & Baker, 1993).10  
Similarly, Lecavalier et al.’s (2006) study indicated that behavior problems of children with ASD 
were highly correlated with increased stress among both their parents and teachers. Specifically, 
the behavior problems that were most strongly associated with parental stress were child problem 
behaviors (both scales included items examining aggression, noncompliance, and defiance; 
Lecavalier et al., 2006, p. 175 & 180).  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
9 Notably, on most studies investigating child problem behaviors and parental stress (including 
Lecavalier et al., 2006 and Osborne & Reed, 2009), parents completed questionnaires on both 
their own stress and their child’s behaviors.  As a result, there is a problem of method variance in 
these studies as both variables are rated by the same person and are based on parental perception.  
Therefore, these studies mostly compare parental stress and child behavior problems as 
perceived by the parent. 
10 Notably, as externalizing behaviors are defined as a heterogeneous pool of items that tend to 
co-occur in many individuals, expression of the behaviors may vary depending on the items 
endorsed.  If all behaviors are pooled together, it is difficult for researchers to determine which 
behaviors are related to/caused parental stress.   
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Furthermore, a review of the literature suggests that child behavior problems and parental 
stress continues to be a problem as children with ASD age.  Contrary to an attenuation of stress, 
Holmes and Carr (1991) reported that parents of adult children with ASD indicated that caring 
for their child became more difficult as their child aged. This was in direct contrast to reports of 
parents of adult children with Down syndrome who stated that caring for their child became 
easier as their child got older.  Moreover, the caregivers of individuals with ASD also reported 
that the most challenging aspect of caring for the individual with ASD was dealing with their 
behavior problems (Holmes & Carr, 1991). While other studies have indicated that low adaptive 
functioning of children with ASD is related to high levels of parental stress (Hall & Graff, 2011), 
results from Holmes and Carr’s study indicates that other factors (i.e., behavior problems) may 
exacerbate parental stress since Holmes and Carr compared two samples of individuals with low 
levels of adaptive functioning. Taken together, is still unclear if parents are stressed due to 
behavior problems, ASD symptoms, cognitive and adaptive difficulties, or all of the above. 
While some studies (Lecavalier et al., 2006; Osborne & Reed, 2009) controlled for severity of 
ASD symptoms and indicated that behavior problems, over and above symptom severity, are 
linked to stress, parents of children with ASD are still more stressed than other parents, so the 
cause of stress is not completely clear. 
In addition, mothers of children with ASD experience lower cortisol levels (HPA 
hypoactivity - a biological marker of chronic stress) than parents of children without disabilities 
(Seltzer et al., 2010). Similar cortisol levels are typically found in individuals with 
“posttraumatic stress disorder (PTSD), Holocaust victims, parents of children with cancer, and 
combat soldiers” (p. 458). Consistently lower levels of maternal cortisol were associated with a 
history of child behavior problems. Conversely, when a child with ASD did not have a long-
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standing history of behavior problems, the occurrence of a problem behavior was related to a 
spike in cortisol levels (categorized as an acute stress reaction). Overall, these results indicate 
that parents of children with ASD experience long lasting, unrelenting stress, which is more 
pervasive for parents whose children have a history of problem behaviors. Subsequent studies 
have corroborated these results and indicated that positive social supports may lessen such 
effects of stress (Lovell, Moss, & Wetherell, 2012). Additionally, mothers of children with ASD 
report experiencing more physical pain symptoms, including “headaches, muscle aches, and 
fatigue, than mothers of [neurotypical children]” (Smith, Seltzer, & Greenberg, 2012, pp. 1840-
1841). Accordingly, it is likely that these physical symptoms are related to parental stress and 
wellbeing.  
It has been widely noted that parents of children with autism must deal with extensive 
amounts of demanding behavioral outbursts on a day-to-day basis. Across studies, researchers 
have suggested that these parents are at greater risk for a variety mental health and social 
problems, including: low levels of psychosocial wellbeing, depression, social isolation, 
vocational problems, difficulties with one’s family life, "fatigue, and frustration” (summarized in 
Seltzer et al., 2001, p. 287). Furthermore, problem behaviors of the child with ASD and a 
strained parent-child relationship may have an impact on the entire family system (Seltzer et al., 
2001; Weiss & Lunsky, 2011). Researchers cite specific problem “behaviors such as temper 
tantrums, intense interests, and self-injury” as a “risk factor for social isolation,” while indicating 
that “language and social impairments strain the parent-child relationship” (Seltzer et al., 2001, 
p. 272).  However, it is important to note that causality is not assumed, and the direction of this 
relationship is not clear.  Osborne and Reed (2010) summarize, “numerous theoretical models 
proposed to explain parenting behaviors, which suggest that parenting stress may influence 
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parenting behaviors, which, in turn, will impact on child behavior problems (e.g., Deater-
Deckard, 1998 [as cited in Osborne & Reed, 2010]; Hastings, 2002 [as cited in Osborne & Reed, 
2010])” (Osborne & Reed, 2010, p. 406).  As such, it is not known if parental factors influence 
child factors or vice versa.  Regardless, parental wellbeing and child behavior problems are 
highly related in the ASD population. 
Overall, research on parental psychological wellbeing of parents with children with ASD 
suggests that this group of parents is at risk for psychiatric problems and, therefore, lack many of 
the tools with which to deal with these issues. It is also likely that child behavior problems 
exacerbate parent stress and wellbeing. As a result, parenting behaviors are likely to deteriorate 
within this population. 
Parenting Behaviors 
Due to the lack of research on parenting behaviors within an ASD population, the core 
dimensions of parenting that have been established for the general population are reviewed 
below. First, this section reviews the core dimensions of parenting, including behaviors that 
should be present and those that are harmful to children. Within this section, psychological 
maltreatment (PM) is explained in detail, as parents of children with disabilities are at risk for 
cognitive and emotionally neglectful parenting (the absence of positive parenting; Sedlak et al., 
2010) and the high levels of aggressive and non-compliant behavior in children with ASD may 
increase the likelihood that parents match their children’s aggression with psychologically 
aggressive/abusive behaviors. Unfortunately, research within this area is lacking in the ASD 
population. Second, the likelihood of PM occurring in an ASD population is explored. Third, 
three articles that assess parenting behaviors in the ASD population are reviewed.  
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 Core dimensions of parenting. Previous research with typically developing populations 
has established three core dimensions of parenting: a) Emotional Support (the absence of which 
is emotional neglect); a) Instruction, which includes scaffolding, guidance, and limit setting (the 
absence of which is social and/or cognitive neglect); and c) Negative Parenting/Psychological 
Maltreatment, which includes psychological aggression and emotional abuse. While various 
terms for each of the factors are used, research has well-established the theoretical basis for these 
dimensions and has established the existence of this three-factor structure (for examples see 
Belsky, 1984; Bluestone & Tamis-LeMonda, 1999; Brassard et al., 1993; Clark, 1999; Hart & 
Brassard, 1986; Miliotis, Sesma, & Masten, 1999). Specifically, it has been established that 
parents who are skilled at: (a) providing emotional support and warmth, (b) scaffolding and 
instruction for learning, and firm, but authoritative guidance, and (c) are not hostile or 
emotionally abusive, have the most socially competent children (Baumrind, 1996, 2005; Canetti 
et al., 1997; Dix, 1991; Parker, 1979; Wilhelm et al., 2004). These three factors of parenting 
behavior, which will be examined in this dissertation through the observation of a parent-child 
interaction, are described in more detail below.  
Emotional support. It is well established that emotional support is a key component of 
raising competent children.  The positive aspects of this dimension of parenting can be described 
as one in which a parent displays “responsiveness … by being attuned, supportive, and 
acquiescent to children’s requests; it includes warmth, autonomy support, and reasoned 
communication” (Baumrind, 2005, p. 61-62). Furthermore, this dimension includes an aspect of 
communicated reciprocity (Baumrind, 1996). On the other end of the continuum of emotional 
support lies a lack of support (negative aspects of the dimension), which at its extreme may 
manifest into neglect. The dimension of emotional support was summarized by Canetti and 
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colleagues, as involving “affection, emotional warmth, empathy, and closeness [on one end], and 
on the other [end] emotional coldness, indifference, and neglect” (Canetti et al., 1997, p. 383). In 
terms of its impact on children, poor outcomes are observed for children who are the recipients 
of the negative end of this continuum (Parker, 1990). In this dissertation, emotional support is 
defined as the display of a supportive presence by praising and encouraging, calming and 
soothing a child who is having difficulties, display of positive affect, and an expression of 
warmth through matched verbal and nonverbal cues (see the Psychological Multifactor Care 
Scale – Autism Spectrum Disorder Adapted Version [PMCS-ASD; Donnelly et al., 2014; 
Brassard et al., 1993] in Appendix A for more detail; the PMCS was formerly known as the 
Psychological Maltreatment Rating Scale [PMRS; Brassard et al., 1993]). 
Parental instruction. Additionally, a wealth of research exists indicating that parental 
instruction, in terms of the manner in which a parent provides scaffolding, guidance, and limit 
setting, is important in terms of a child’s development. For example, Belsky (1984) indicates the 
necessity of parents to stimulate their child’s environment by aiding a child in their use of 
problem-solving and reasoning skills. Additionally, components of this dimension include 
parental involvement in a child’s education (Englund, Luckner, Whaley, & Egeland, 2004; 
Miliotis et al., 1999; Pianta, Smith, & Reeve, 1991). Research suggests that parental quality of 
instruction predicts child competency in school. Specifically, “parents who scaffold learning 
experiences and provide assistance to their children when needed early in children’s lives may 
prepare their children for school entry and provide a basis for them to benefit from educational 
activities” (Englund et al., 2004, p. 724). Further, this domain includes close supervision, 
“consistent expectations, clear guidelines, and defined responsibilities” (Baumrind, 1996, p. 
411). In this dissertation, instruction is defined as the ability to facilitate a child’s social and 
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cognitive development through effective scaffolding of a task, giving guidance and directions 
when necessary, while also setting limits and respecting the child’s autonomy (see the PMCS-
ASD in Appendix A for more detail).   
Negative Parenting/Psychological maltreatment (PM).11 The previously described 
dimensions of parenting (i.e., emotional support and instruction) can be explained as components 
of positive/supportive parenting. When studying parental behaviors, it is necessary to investigate 
the whole range of parenting behaviors that impact the parent-child relationship. Therefore, both 
constructive and ineffectual/abusive parenting practices must be investigated. Importantly, the 
core dimensions of parenting map directly onto the dimension of PM, in that PM is understood 
as the absence of positive/supportive parenting (Baker, Brassard, Schneiderman, Donnelly, & 
Bahl, 2011). As such, it is important to understand the extreme ends of the continuum of 
parenting behaviors. While many parents may not exhibit PM, when PM does exist, it can be 
extremely damaging to the child. The importance of studying PM is paramount, as the lack of 
warmth and the use of coercive and/or demeaning parenting practices has longstanding 
implications on the parent-child relationship and on child development. This section describes 
psychological aggression and emotional abuse and the impact that these behaviors have on 
children.  
PM (i.e., psychological/emotional abuse and neglect) is a prevalent and common form of 
child maltreatment in the general population (NIS-4; Sedlak et al., 2010). According to the 
American Professional Society on the Abuse of Children (APSAC; Binggeli, Hart, & Brassard, 
2001; Hart & Brassard, 1995; Hart & Glaser, 2011), PM is defined as “a repeated pattern of 
caregiver behavior or extreme incident(s) that conveys to children that they are worthless, 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
11 Psychological maltreatment is often referred to as negative parenting, harsh parenting, 
emotional maltreatment, or coercive parenting within research literature.   
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flawed, unloved, unwanted, endangered, or only of value in meeting another’s needs (Binggeli et 
al., 2001, p. 2).”  While PM often occurs with other forms of abuse (i.e., physical abuse and 
sexual abuse), it may also occur in the absence of other forms of abuse and may be the result of 
ineffectual and negative parenting practices, without other forms of abuse present (Dunne et al., 
2009; Krug, Dalberg, Mercy, Zwi, & Lozano, 2002; Runyan et al., 2009; Zolotor et al., 2009). 
PM includes isolating, shaming, and threatening towards a child. Definitions of PM also 
encompass interference of a child’s cognitive and social stimulation, which may lead to delayed 
cognitive development and difficulties in school. Moreover, PM includes a lack of emotional 
support (lack of parental affection, interest, and comfort), especially when parents are distressed. 
The foremost and most comprehensive definition of PM is the definitional framework 
published by the APSAC (see Appendix B for a comparison between the APSAC PM definition 
and other frameworks); therefore, this dissertation uses the APSAC definition titled, “Guidelines 
for Psychosocial Evaluation of Suspected Psychological Maltreatment of Children and 
Adolescents" to define PM (Binggeli et al., 2001; Hart & Brassard, 1995). This framework was 
developed with expert input and was based on peer-reviewed empirical data (Brassard et al., 
1993; Garbarino, Guttman, & Seely, 1986; Hart & Brassard, 1986). As summarized in Baker, 
Schneiderman, Brassard, and Donnelly (2012),  
This definition has been empirically developed with input from leading scholars in the 
field and was refined empirically (Brassard, Hart, & Hardy, 1993; Garbarino, Guttman, & 
Seely, 1986; Hart & Brassard, 1991); it is consistent with other definitional systems (e.g., 
National Incidence Study II, Maltreatment Classification System; McGee and Wolfe, 
1991; see Brassard & Donovan, 2006, for a review); it can be used to reliably code child 
protection records (Trickett, Mennen, Kim, & Sang, 2009); it is based on research that 
documents the damage it can cause (see Binggeli, Hart & Brassard, 2001; Brassard & 
Donovan, 2006;. Hart, Binggeli, & Brassard, 1998, for reviews); it has been found to be 
cross-culturally valid (Dunne, et al. 2009; Rohner, 1975; Rohner & Rohner, 1980; 
Runyan, Dunne, et al. 2009); and it is consistent with definitions used by governments 
and other professional organizations (e.g., Singapore, American Academy of Pediatrics, 
American Humane Association). (p.11) 
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According to the APSAC guidelines (Binggeli et al., 2001), there are six subtypes of PM: 
(1) spurning, (2) terrorizing, (3) isolating, (4) exploiting/corrupting, (5) denying emotional 
responsiveness, and (6) mental health, medical, and educational neglect (described in detail in 
positive and negative forms within Appendix C).  
The negative effects of PM are well established in the research literature (for recent 
reviews see Baker, 2009; Hart et al., 1998; Brassard & Donovan, 2006; Hart & Glaser, 2011; 
Wright, 2007). Regardless of the damage PM causes and the pervasiveness of PM, unless the PM 
is extreme, it is rarely noted as the documented reason for a suspected case of child maltreatment 
within child protective agencies (Schneider, Ross, Graham, & Zielinski, 2005; Trickett, Mennen, 
Kim, & Sang, 2009; Trocme et al., 2011). Therefore, the documentation of this form of 
maltreatment, in the general population and within disabled populations should be viewed as a 
minimum estimate of prevalence; however, documentation of PM in the ASD population is 
sparse. 
The United States Department of Health and Human Services is mandated by Congress to 
collect data for the National Incidence Study (NIS) at regular intervals to obtain population 
estimates of the incidence of child abuse and neglect in the United States (Sedlak et al., 2010). 
This database provides a comprehensive inspection of childhood abuse and neglect levels within 
the United States. The most recent data was collected between 2005 and 2006 and was published 
in a report to congress, titled “Fourth National Incidence Study of Child Abuse and Neglect.”  
Community professionals (N = 10,791) in 122 counties collected the data for the NIS-4. Further, 
126 Child Protective Service (CPS) agencies within these counties provided data of reported and 
founded cases during the designated time frame.   
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According to the NIS-4’s Harm Standard (Sedlak et al., 2010), 27% of abused children in 
the United States experienced emotional abuse.12  Within the neglect category, 47% of children 
were educationally neglected, 38% experienced physical neglect, and 25% were emotionally 
neglected. According to the Endangerment Standard, 36% of children were emotionally 
abused.13  The breakdown of neglected children according to Endangerment Standards was as 
follows: 53% physically neglected, 52% emotionally neglected, 16% educationally neglected.  
Additionally, the NIS-4 was the first time NIS data was collected examining disability 
status as a factor in child abuse and neglect (Sedlak et al., 2010).14  Importantly, this data only 
included rates of children with disabilities living in the home; therefore, these results should be 
viewed as minimum estimates of maltreatment rates within the disability population. Further, 
specific disability classifications and diagnoses were not reported. Results indicated that children 
with “disabilities had significantly lower rates of physical abuse and of moderate harm from 
maltreatment, but they had significantly higher rates of emotional neglect and of serious injury or 
harm” (NIS-4 Executive Summary, p. 10). Therefore, children with disabilities were more than 
two times more likely to experience emotional abuse than neurotypical children, according to the 
Harm Standard. Additionally, according to the Harm Standard, children with disabilities were 
more likely to experience serious damage when maltreated (1.5 times more “serious harm” from 
maltreatment than children without disabilities). In contrast, according to the Endangerment 
Standard, children with disabilities experienced less maltreatment than children without 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
12 The “Harm Standard” includes “stringent” criteria for abuse, indicating abuse and/or neglect 
must “result in demonstrable harm” (NIS-4 Executive Summary, Sedlak et al., 2010, p. 3). 
13 The “Endangerment Standard” includes cases in which damage due to abuse and/or neglect is 
suspected, but may not be confirmed. The Endangerment Standard also “includes all cases that 
meet criteria under the Harm Standard” (NIS-4 Executive Summary, Sedlak et al., 2010, p. 3).  
14 Data was collected from the Office of Special Education and Rehabilitative Service.  The 
report indicates that they received IDEA data from the Office of Special Education and 
Rehabilitative Services.  
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disabilities, across all abuse and neglect domains. However, if children with disabilities did meet 
criteria for maltreatment under the Endangerment Standard, they were at greater risk for 
experiencing harm due to abuse and/or neglect (1.5 times more likely to experience “serious 
harm”).  Therefore, it is important to examine this parenting dimension in an ASD population. 
 Even when subjected to low levels of PM, it can be extremely harmful to child 
development and wellbeing (see Binggeli et al., 2001; Brassard & Donovan, 2006; Barnett, 
Manly, & Cicchetti, 1993; Kairys, Johnson, & Committee on Child Abuse and Neglect, 2002; 
English & LONGSCAN Investigators, 1997; Portwood, 1999; Trickett et al., 2009; Wright, 2007 
for recent reviews). Examples of the harmful and negative effects of PM on children were 
summarized by Baker et al.:  
Evidence of damage cuts across a range of behavioral and emotional domains of 
development including problems of intrapersonal thoughts, feelings and behaviors (e.g., 
depression, low self-esteem, suicidal ideation); emotional problems (e.g., emotional 
instability, impulse control problems, substance abuse); social competency problems and 
anti-social functioning (e.g., self-isolating behavior, social phobia, aggression and violent 
behavior); learning problems (e.g., decline in mental competence, academic problems); 
and physical health problems (e.g., asthma, hypertension; somatic complaints). (2011, p. 
856) 
Additionally, studies suggest that PM accounts for some effects of neglect, above the effects of 
maternal depression and poverty (Dubowitz, Pitts, & Black, 2004; Dubowitz, Papas, Black, & 
Starr, 2002; Polansky, Chalmers, Buttenwieser, & Williams, 1981).  
Research has also documented that PM is a widespread form of child maltreatment both 
in high-risk and maltreating families, as well as in the general population of parents.  For 
example, Straus and Field (2003) reported that 90% of parents indicated they used psychological 
aggression (psychological aggression is one form of PM) with their children (data from a 
national phone sample). Cross-culturally and across nations, there is evidence that such verbally 
aggressive parenting practices are extremely common (Dunne et al., 2009; Krug et al., 2002; 
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Runyan et al., 2009; Zolotor et al., 2009).  As a result of its common occurrence, it is relevant to 
study PM in the ASD population. 
As far as this author is aware of, only one large-scale study (Little, 2002a) specifically 
investigated PM in the ASD population. The study, examining children with Asperger’s 
Syndrome (75% of sample) and nonverbal learning disorder (NVLD), found that 58% of mothers 
reported using corporal punishment and 95% reported using psychological aggression towards 
their children (of note, the author only investigated prevalence in a combined Asperger’s and 
NVLD group and the sample was fairly homogeneous [98% of mothers identified themselves as 
“white”]). While no known research exists examining prevalence of PM behaviors of parents of 
children with ASD in comparison to other psychiatric disorders or to control group, it is notable 
that the percentage of psychological aggression reported by Little was higher than that reported 
by Straus and Field (2003) in their national sample.  
 Minimal research exists examining the prevalence and impact of abuse within the ASD 
population.  However, it is notable that children with ASD who were abused were likely to 
evidence impairments across domains (e.g., behavioral, academic, and emotional problems) in 
comparison to children with ASD who had not been abused (Mandell, Walrath, Manteufel, Sgro, 
& Pinto-Martin, 2005b).15  Research also indicates that children with ASD may be at greater risk 
for abuse than typically developing individuals due to poor communication skills and social 
isolation/deficits (Howlin & Clements, 1995; Mandell et al., 2005b).  Additionally, while 
researchers have hypothesized that these families may be at risk for familial conflict, the source 
of the potential abuse (i.e., parents, teachers, strangers, etc.) is not specified.  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
15 The study specifically examined physical and sexual abuse, not PM. 
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It is especially important to investigate psychologically maltreating behaviors used on 
children and adolescents with ASD, as research has shown that even at low levels, PM behaviors 
can cause damage to children’s development and wellbeing, negatively impacting them through 
adulthood. According to the most recent national dataset on child abuse and neglect, children 
with disabilities are more likely to be harmed by emotional neglect than their peers (NIS-4; 
Sedlak et al., 2010). Further, Sullivan and Knuston (2000) noted that neglect (a form of PM) is 
the most prevalent form of maltreatment in disabled populations;16 therefore, an in depth 
investigation of the types of PM that are inflicted upon children with ASD is essential. 
The three dimensions of parenting that have been reviewed have been found to have a 
longstanding impact on children; therefore, understanding these core dimensions of parenting in 
the context of an ASD population is essential. 
Likelihood of ineffectual and negative parenting practices occurring in an ASD 
population. Parenting quality is closely correlated with child problem behaviors (Brassard & 
Donovan, 2006; Fite et al., 2006; Patterson et al., 1990; Shaw & Bell, 1993; Vuchinich et al., 
1992; Webster-Stratton & Eyberg, 1982). Further, parent wellbeing and distress are also related 
to parenting behaviors (Webster-Stratton & Hammond, 1988; Wolfe, 1985). Since children with 
ASD display high levels of aggression and maladaptive behaviors (Brereton et al., 2006; 
Guttmann-Steinmetz et al., 2009; Hartley et al., 2008; Love et al., 2009; Matson & Rivet, 2008; 
Mayes et al., 2012; McClintock et al., 2003), and their parents report extreme stress (Osborne & 
Reed, 2009; Seltzer et al., 2001; Weiss & Lunsky, 2011), it is necessary to investigate these 
factors within the context of the parent-child relationship. According to this framework, parents 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
16 Sullivan and Knuston conducted a study examining the prevalence of child maltreatment of 
children with disabilities based on school-disability classification.  They found that children with 




of children with ASD are at risk for exhibiting ineffectual parenting behaviors (i.e., subclinical 
levels of PM), and possibly PM.  
In particular, research investigating PM behaviors in samples of neurotypical and 
problem behavior children found that children’s externalizing behaviors, such as aggression, are 
associated with higher levels of maltreatment (Milner & Chilamkurti, 1991; Patterson, 1976; 
Patterson, 1982; Patterson et al., 1992; Urquiza & McNeil, 1996). Additionally, distressed 
parents exhibit higher levels of psychologically maltreating behaviors than their less-stressed 
counterparts (Webster-Stratton & Hammond, 1988; Wolfe, 1985). Previous research has 
determined that the direction of this relationship is likely that insensitive and rejecting parenting 
creates child behavior problems (Egeland et al., 1988; Lutzger, 1984; Patterson, 1986); however, 
child problems, once established, can also create maternal distress and withdrawal from the child 
(in its extreme form psychological neglect), or aggression toward the child (in its extreme form 
psychological and physical abuse), or both (Fite et al., 2006; Vuchinich et al., 1992). Thus, the 
relationship can become one of mutual aggression and/or disengagement, where parents and 
children become involved in a feedback loop or “coercive trap,” a term coined by Patterson.  A 
coexisting theory, termed the “goodness of fit” model, suggests that environmental factors (such 
as family environment and parental behaviors) and child temperament may also interact in a way 
that impacts child behaviors (Chess & Thomas, 1999; Bates, Pettit, Dodge, & Ridge, 1998). 
Similarly, parents and children may “match” each other child’s behaviors and emotions, which, 
in the presence of child problem behaviors and aggression could devolve into reciprocal hostility 
(see Chang, Schwartz, Dodge, & McBride-Chang, 2003 for a brief summary; Zhou & Yi, 2014).  
Taken together, much evidence exists regarding associations between harsh and/or ineffective 
parenting and child behavior problems.  Expressly, if a similar pattern of poor parenting 
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correlating with child problems holds true for families with a child with ASD, then PM and 
physical discipline/abuse by parents toward children with ASD and children’s aggressive 
relationships toward parents could be a major problem in these families.  
Unfortunately, little is known about this relationship within the ASD population. Notably, 
the ASD profile is distinctly different from other childhood disorders; therefore, the presence of 
maladaptive behaviors and parental stress may not develop into a hostile relationship within this 
population. For example, research on children with ASD has demonstrated that this population 
violates typical attachment patterns (van IJzendoorn et al., 2007). However, it has not been 
established that distressed parents of children with ASD act in different ways than other 
distressed parents. Therefore, it is essential to examine the parent-child relationship in the ASD 
population.  
Regardless of this atypical and heterogeneous profile, researchers agree that these parents 
are at risk for negative relationships with their children. Specifically, Seltzer et al. (2001) stated, 
“The elevated frequency of highly disruptive behavior, such as tantrums, sleep problems, and 
physical safety concerns, may exhaust parental energies and severely curtail social, vocational, 
and familial life” (p. 287). The authors also indicated that child communication and social 
deficits may “strain the parent-child relationship” (p. 272). Similarly, based on Howlin & 
Clements (1995) research, Mandell et al. (2005b) stated, “because of social isolation and poor 
communication skills, children with ASD may represent a group at particular risk of physical and 
sexual abuse” (p. 1361); however, the source of the potential abuse is not specified by the 
authors. In addition, as ASD is a lifetime condition, Karst and Van Hecke (2012) point out: 
The lifelong burden often placed on parents and siblings of children with ASD likely 
exacerbates the difficulties encountered by families of children with ASD, may alter 
caregivers’ perception of parenting, and likely decreases optimism about their own 




Furthermore, the severity of child maladaptive behavior was found to be a predictor of maternal 
anger (Benson, 2010; N = 113 mothers of children with autism),17 making a case for why it is 
important to study PM within ASD. Similarly, Pottie, Cohen, and Ingram, (2009) found an 
association between maternal negative mood, parenting stress, and child disruptive behaviors. 
Smith et al. (2010) found that mothers with a child with ASD reported having arguments 
(notably, the authors did not report who the participants had arguments with) on almost twice as 
many days as mothers in a comparison group (25% of days versus 13% of days). Additionally, 
the authors found a significant and negative relationship between levels of maternal emotional 
support given throughout the day and maternal affect (giving more emotional support throughout 
the day was related to higher levels of negative affect), putting mothers at risk for PM. The 
authors offered the following explanation for this trend: “This may indicate that mothers of 
adolescent and adult children with ASD, given their already low levels of emotional well-being, 
are more taxed by providing emotional support to others than mothers of children without 
disabilities” (p. 176). Additionally, the Smith et al. suggests that it is important to “consider the 
interactional context in which mothers are giving and receiving support” as parents of children 
with ASD may be offering emotional support in more stressful contexts than parents of other 
children (p. 176). Therefore, it is apparent that parenting may be very different in the context of 
parenting a child with ASD. 
While it is clear that these families are at risk for familial conflict, few studies were found 
that examined PM within this population. In a survey (using the Conflict Tactics Scale [CTS]; 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
17 Benson (2010) defined parental anger according the following: “Parent anger was assessed 
using a three-item measure developed by Ross (1996). Using this measure, respondents were 
asked, ‘On how many days during the past week did you. . . (a) feel annoyed with things or 
people, (b) feel angry, (c) yell at someone?’’’ (p. 220). 
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Straus, 1994) of mothers of children with Asperger’s Syndrome and nonverbal learning disorder 
(NVLD), 58% of mothers reported using corporal punishment (CP) and 95% of mothers reported 
using psychological aggression in the past year (Little, 2002a). The sample consisted of 411 
mothers of children aged 4-17 years old with Asperger’s Disorder and/or NVLD (Mothers age 
range: 23-58 years old; 98%Caucasian; 82% of children were male; 75% diagnosed with 
Asperger’s Syndrome, 15% diagnosed with NVLD, and 9% diagnosed with Asperger’s 
Syndrome and NVLD; mean age at diagnosis = 8.42 years). Importantly, the authors do not 
distinguish between diagnoses in results, but they report that there was no correlation between 
diagnosis and CP or psychological aggression. In a comparison with general population studies 
with the CTS, the numbers reported by parents in the given study were strikingly two to eight 
times higher in the AS and NVLD population. The most common psychological aggression 
methods used were: screaming, yelling, or shouting. An analysis of child age indicated that 
mothers of ten-year-old children use psychological aggression the most and mothers of four-
year-old children used CP the most. 
In addition, Mandell et al. (2005b) conducted a study investigating abuse (physical and 
sexual abuse) in a sample of 156 children with autism.  The authors highlighted the importance 
of studying abuse in ASD samples, because this population is at increased risk for abuse due to: 
“poor communication skills of the child and feelings of disappointment of the parent because 
they had a disabled child and this results in rejection and hostile feelings toward the child” 
(p.1360).  Importantly, this research was conducted on a community sample through caregiver 
report. As the authors note, previous studies investigating abuse in developmental disorder 
populations have used institutionalized samples, and this is a problem because now most children 
with ASD are not institutionalized (p. 1361). Caregivers reported that 18.5% of children with 
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autism had been physically abused and 16.6% had been sexually abused (total breakdown: 
69.2% = no abuse, 14.1% = physical abuse only, 12.2% sexual abuse only, 4.4% = physical and 
sexual abuse; notably, the relationship of the abuser to the child not noted).  Overall, Mandell et 
al. found that children with ASD who were abused were likely to evidence impairments across 
domains (e.g., behavioral, academic, and emotional problems) in comparison to children with 
ASD who had not been abused. 
Conversely, in a whole-population file review of individuals born in West Sussex in the 
United Kingdom, a diagnosis of autism was not associated with an increased risk of 
documentation of physical abuse in child abuse registration databases (odds ratio =1.23; Spencer 
et al., 2005). Moreover, odds ratio analysis could not be conducted for sexual abuse, emotional 
abuse, and neglect because reports of these types of abuse were too low. Specifically, the rate of 
child abuse registration for children with ASD was three out of 1000. However, the authors note 
that these numbers likely underestimate the levels of abuse. Further, they acknowledge that 
autism is more readily diagnosed now than it was during the time of the study (1983-2001); 
therefore, these results may not be representative of abuse rates according to current diagnostic 
frameworks (p. 613). 
Because some children with ASD may offer little psychological attunement and so much 
frustration and challenge, parents of children with ASD may emotionally withdraw from the 
parent-child relationship (Zeliadt, 2015), possibly leading to emotional neglect. However, there 
is reason to believe that the impact of this relationship might be different in ASD families, and 
the effect of parental emotional withdrawal may be different for children with ASD in 
comparison to neurotypical children. Therefore, due to a lack of social reciprocity displayed by a 
child with ASD, it is possible that parents of these children may become less emotionally 
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available. On the other hand, it is unknown if children with ASD use emotional support in the 
same way that neurotypical children do. Examples of this unique relationship are evident in 
expressed emotion samples by parents of children with ASD. Research has shown a correlation 
between behavior problems of children with ASD and maternal expressed emotion (i.e., negative 
comments spoken in a short speech sample; Bader, 2011; Greenberg, Seltzer, Hong, & Orsmond, 
2006; Orsmond, Seltzer, Greenberg, & Krauss, 2006), indicating that a mutual assaultive 
relationship may exist between parents and their children with ASD; however, in Greenberg et 
al. (2006) and Orsmond et al.’s (2006) studies only between 16.8% and 18.1% of mothers were 
rated as being high on criticism, indicating that a significant minority of these mothers were 
expressing high rates of criticism. Therefore, parents of children with ASD may also display 
varying levels of emotional support. 
In a subsequent study comparing expressed emotion by parents of ASD with parents of 
adults with schizophrenia or schizoaffective disorder, Wasserman, de Mamani, and Mundy 
(2010), found that parents of adults with ASD exhibited lower levels of “blameworthy 
attributions” than did parents of adults with schizophrenia or schizoaffective disorder. Only 
15.38% of parents of adults with ASD were rated as being high on the critical dimension of 
expressed emotion versus 48.57% of other parents. The authors suggested multiple explanations 
for the low rates of criticism: 1) since most individuals with ASD are diagnosed at an early age, 
parents may now have adjusted to the diagnosis and specific behaviors associated with ASD (p. 
128); 2) Both Greenberg et al. (2006) and Wasserman et al. (2010) suggest that by the time 
individuals with ASD are adults, their parents may recognize that “the patient’s behavior is 
beyond his or her control” and not blame their child for exhibiting certain difficult behaviors 
(Wasserman et al., 2010, p. 128). Interestingly, when an autism-specific expressed emotion 
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measure was used by Benson, Daley, Karlof, and Robison (2011), even lower levels of parents 
were rated as having high expressed emotional criticism (9.6%), and a regression analysis 
indicated that expressed emotion was not predictive of child behavior problems.  Importantly, 
many of the mothers within Benson et al.’s sample also “indicated that they did not consider 
their child with autism to be responsible for his or her symptoms and behavior” (p. 77).  
Therefore, mixed results currently exist regarding the relationship between expressed emotion 
and child behavior problems within an ASD population; however, many researchers (Benson et 
al., 2011; Greenberg et al., 2006; Wasserman et al., 2010) suggest that parents of children with 
ASD may not criticize their child for their behavior problems.  
One may expect a strong correlation between expressed emotion and child behavior 
problems, as it is hypothesized that child behavior problems predict ineffectual parenting 
practices (Patterson et al., 1990; Shaw & Bell, 1993). Child behavior problems may lead to 
parent withdrawal and/or hostility in their relationship with their child; however, it is important 
to note that expressed emotion is not measured through an interaction with one’s child. Instead, 
within expressed emotion statements, a parent is asked to speak about his/her child and 
researchers code these statements for positive and negative comments. The child is not present 
for this statement; the statement is a reflection rather than comments directed towards a child. As 
a result, one of the reasons for disparate results regarding the relationship between expressed 
emotion and child behavior problems may be that parents of children with ASD may feel guilty 
speaking negatively about a child with a documented disability. Additional documentation of this 
relationship is necessary in order to draw definitive conclusions. 
Similar to Greenberg et al. (2006) and Wasserman et al.’s (2010) hypotheses that parents 
of individuals with ASD may not place blame on their child with ASD, Montes and Halterman 
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(2007a) did not find statistical differences between the parents of children with ASD and parents 
of children with neurotypical children in their report of anger towards their child.  Whittingham, 
Sofronoff, Sheffield, and Sanders (2008) also found that parents did not think that their children 
had much control over their behavior problems. Likewise, Karst & Van Hecke (2012) 
summarized Hoffman et al.’s (2009) hypothesis:  
The diagnosis of ASD itself may actually serve as a protective factor in the parent–child 
relationship, in that parents view the child as less responsible for his or her behavior… 
However, … parents might blame themselves, rather than their child, for any 
misbehavior, which in turn could contribute to decreased parenting efficacy and well-
being. (Karst & Van Hecke, 2012, p. 252) 
 
 Taken together, there are reasons to believe that parents of children with ASD may be at 
risk for poor parenting techniques (at an extreme, psychological abuse or neglect); however, 
research also suggests that these parents may appropriately exhibit different patterns of parenting 
due to their children’s very unique and challenging profiles. Additionally, the effect of such 
parenting practices may be different for children with ASD.   
 Some may argue that children with ASD would be less aware of negative parenting 
(including psychological abuse or neglect) due to characteristics of an ASD diagnosis (e.g., 
social aloofness and difficulties in social relatedness); however, previous studies suggest that this 
is not the case. While it is established that a key symptom of ASD is lack of social awareness and 
deficits in social reciprocity, data shows that bullying significantly impacts children with ASD 
(Cappadocia Weiss, & Pepler, 2012; Ochs, Kremer-Sadlik, Solomon, & Sirota, 2001; 
Shtayermman, 2007). Similar to the suggestion that children with ASD may be at greater risk for 
abuse (Howlin & Clements, 1995; Mandell et al., 2005b), researchers suggest that children with 
ASD are also at greater risk than their neurotypical peers of being victimized by their peers 
(Cappadocia et al., 2012).  Studies suggest that communication and behavioral difficulties of 
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children with ASD put them at greater risk of being bullied. Specifically, researchers believe that 
communication difficulties and the presence of stereotyped and repetitive behaviors (e.g., intense 
interests in specific topics) may increase the risk of peer victimization towards children with 
ASD (Mazurek & Kanne, 2010; Sharp & Cowie, 1994); this line of reasoning is similar to that of 
researchers who believe children with ASD are at-risk for greater familial abuse due to their 
social and communication deficits (Howlin & Clements, 1995; Mandell et al., 2005b). 
Numerous studies have documented high rates of bullying in the ASD population (Little, 
2002b; Shtayermman, 2007; van Roekel, Scholte, & Didden, 2010); however, fewer studies have 
explored the impact that bullying has on children with ASD (Cappadocia et al., 2012; Ochs et al., 
2001; Shtayermman, 2007). Within these studies, researchers have found that peer victimization 
has both an effect on internalizing and externalizing behaviors of individuals with ASD. For 
example, in a study of children between five and 21 years old (Cappadocia et al., 2012), with 
varying degrees of ASD (diagnoses included Asperger’s, high functioning autism, autism, and 
PDD-NOS), children who experienced frequent bullying (once or more per week) were 
significantly more likely to be rated (on the Nisonger Child Behavior Rating Form – Parent Form 
[NCBRF; Aman, Tassé, Rojahn, & Hammer, 1996]) by their parents as displaying more of the 
following behaviors: insecure/anxious (p<.001), hyperactivity (p<.001), over sensitivity 
(p<.001), self-injury/restricted behaviors (p<.01),  and conduct problems (p<.05). Results 
indicated that victimization was indicative of greater psychological problems, demonstrating that 
bullying likely has substantial effects on children with ASD. Such findings indicate that children 
with ASD are not only aware of being victimized, but bullying behaviors negatively impact 
them. Similar to findings indicating that children with disabilities experience serious damage 
when maltreated (Sedlak et al., 2010) and research results from at-risk and typically developing 
 
43 
populations documenting the significant impact of maltreatment on a child’s development and 
wellbeing (Binggeli et al., 2001; Brassard & Donovan, 2006; Barnett et al., 1993; Kairys et al., 
2002; English & LONGSCAN Investigators, 1997; Portwood, 1999; Trickett et al., 2009; 
Wright, 2007), these findings on the impact of peer bullying on children with ASD, add evidence 
that children with ASD would likely experience damage if impacted by psychologically abusive 
parenting practices. 
Importantly, studies also suggest that symptom severity was significantly correlated with 
the rate of peer victimization (whether in the form of overt bullying, neglect, or rejection; Little, 
2002b; Ochs et al., 2001; Shtayermman, 2007). Specifically, higher functioning individuals 
(individuals with less severe symptoms) were more likely to be victimized than lower 
functioning individuals. As a result, it is likely that an individual’s diagnosis and the presence of 
more impairment acted as a protective factor against peer victimization. These findings are 
important as low level of functioning (including severity of symptoms and cognitive level) are 
also likely to protect against other forms of victimization, such as parental abuse (Greenberg et 
al., 2006; Karst & Van Hecke, 2012; Wasserman et al., 2010; Whittingham et al., 2008). 
Recent studies investigating parenting behaviors in an ASD population. This section 
outlines three articles that were published in the past five years. (Notably, research within this 
area was lacking until recently, possibly due to fear of offending parents as the inaccurate 
refrigerator model once did.) The articles used self-report measures to assess parenting behaviors 
in the ASD population. The following studies did not employ the use of an observational 
measure and focused primarily on the day-to-day parenting behaviors of parents of children with 
ASD. The first two studies were conducted by Osborne and Reed’s research group in the United 
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Kingdom and the second group of studies was performed by a research group at the University of 
Leuven in Belgium.  
 Osborne, McHugh, Saunders, and Reed (2008) studied pairs of parents and their child 
with ASD at baseline and again after nine to ten months.18  The purpose of the study was to 
examine and compare parent and child behaviors at baseline and follow-up after an intervention.   
The authors found that at baseline, parenting stress was negatively correlated with parenting 
“Involvement,” “Communication,” and “Limit Setting” (as termed by the PCRI; Gerard, 1994). 
Parent-reported child problems were negatively correlated with parental Limit Setting. At 
follow-up, parenting stress was negatively correlated with parenting Communication and Limit 
Setting. Additionally, parent-reported child problems were negatively correlated with parental 
Involvement and Limit Setting. Importantly, the greater the amount of parent-reported limit 
setting, the less parenting stress and child behavior problems were reported.  Similar to previous 
studies which found correlations between parenting stress and child problem behaviors in 
neurotypical populations (Webster-Stratton & Hammond, 1988; Wolfe, 1985), parenting stress 
and child behavior problems were positively correlated at baseline and follow-up.  As such, it 
appears that the same relationship between parental stress and child behavior problems holds in 
an ASD sample as it does in neurotypical populations. 
In order to assess differences in parent and child behaviors between baseline and follow-
up, the authors used semi-partial, time-lagged correlations to compare parenting behavior (as 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
18 Child behaviors were assessed using the following measures: Gilliam Autism Rating Scale 
(GARS; Gilliam, 1995), British Abilities Scale (BAS II; Elliot, Smith, & McCulloch, 1996) and 
the Vineland Adaptive Behavior Scale (Vineland II; Sparrow, Cicchetti, & Balla, 2005). Parent 
surveys included the following: Questionnaire on Resources and Stress (QRS; Friedrich, 
Greenberg, & Crnic, 1983), Parent-Child Relationship Inventory (PCRI; Gerard, 1994), and 




measured by the four domains on the PCRI) at baseline to child problems (as measured by the 
SDQ total score) at follow-up, and child problems at baseline to parenting behaviors at follow-up 
(controlling for IQ, severity of ASD symptoms, and parenting stress; Osborne et al., 2008). The 
findings suggest that parental Limit Setting at baseline was correlated with child problems at 
follow-up (p<.001). Specifically, when parents engaged in more Limit Setting at baseline, they 
reported that their children had fewer behavior problems at follow-up. No other significant 
relationships were found. However, the authors found that Limit Setting at baseline mediated the 
relationship between baseline parenting stress and child behavior problems. Baseline parenting 
stress also mediated the relationship between baseline Limit Setting and follow-up child behavior 
problems.  
Osborne and Reed’s research group published a subsequent study, using the same 
research design, with younger participants (Osborne & Reed, 2010). Significant findings were 
that parenting stress was negatively correlated with three parenting behavior domains (PCRI’s 
Involvement, Communication, and Limit Setting; Gerard, 1994). The authors interpreted this as 
meaning that greater parental involvement, communication, and limit setting was related to 
decreased stress (Osborne & Reed, 2010, p. 412).  Further, a negative correlation between 
“Autonomy” (parent’s sense of their own ability to foster autonomy for the child; Gerard, 1994) 
and parenting stress was found at follow-up. Overall, parenting stress scores were high within 
this sample, even when controlling for child behaviors (symptom severity, cognitive ability, and 
adaptive ability); however, levels decreased as children aged. These results are consistent with 
previous studies (Benson, 2010; Suárez & Baker, 1997; Weiss & Lunsky, 2011). Time-lagged 
correlations indicated that parenting stress at baseline was negatively related to parental 
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Involvement, Communication, and Limit Setting at follow-up. The reverse relationship was also 
true. 
Additionally, the authors (Osborne & Reed, 2010) compared ASD parent behavior scores 
to general population means (although, no comparison group was used within the study). 
Overall, comparisons of PCRI scores to general population means indicated that the 
Involvement, Communication, and Limit Setting scores were significantly lower than the general 
population at both time points; however, only the Communication score was below the “good 
parenting” range according to the measure’s authors (average T-score < 40 at both time points; 
Gerard, 1994). Communication increased across age groups and Limit Setting decreased across 
age groups, even when controlling for child behaviors. 
The authors define Limit Setting as parental discipline (including both positive and 
negative forms; Osborne et al., 2008, p. 406); therefore, this finding is a significant step in better 
understanding the presence or lack of PM in an ASD population. However, no item analysis was 
given, and it is unclear whether the parental discipline behaviors were proactive or potentially 
harmful. There is a need to better understand the efficacy of Limit Setting within this population. 
Notably, it appears that parents of children with ASD fall in the “good parenting” range in terms 
of their average amount of Limit Setting (Osborne & Reed, 2010). This research is one of the 
first to provide a link between parental stress and parenting behaviors in an ASD population.     
Next, Lambrechts, Van Leeuwen, Boonen, Maes, and Noens (2011) were the first authors 
to develop a self-report parent behavior questionnaire that was specific to parents of children 
with ASD. In this study, the authors used two parent behavior measures: the Parent Behavior 
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Scale – short version19 (PBS; Van Leeuwen & Vermulst, 2004) and a new scale for parenting 
behavior specific to parents of children with ASD (ASD-adapted Parenting Behavior Scale20 
[PBS-A]; Van Leeuwen & Noens, 2013). The authors published two consecutive studies 
(Lambrechts et al., 2011 and Maljaars, Boonen, Lambrechts, Van Leeuwen, & Noens, 2014, both 
reviewed here) in which they administered the measures to two groups of parents: 1) parents of 
children with ASD; 2) parents of neurotypical children, referred to as the “control group” 
(notably, diagnosis was not confirmed nor were any diagnostic tools used to make the diagnosis 
of ASD). In the 2011 study, children were between the ages of eight and 18 and both mothers 
and fathers participated, and in the 2014 study children were between the ages of six and 18 and 
only mothers participated in the study.  
Lambrechts et al.’s (2011) comparisons of the groups revealed significant main effects 
for “Harsh Punishment” (scores were higher for the control group; p<.01; Lambrechts et al., 
2011) and “Stimulating the Development” (scores were higher for the experimental group; 
p<.05). Of note, the authors indicated that overall, Harsh Punishment (including corporal 
punishment, mild physical abuse, and spurning) scores were very low. In terms of Stimulating 
the Development, the authors found that parents of children with ASD attempted to promote 
cognitive stimulation more than parents of neurotypical children. While this is an encouraging 
finding, many of the items within this domain deal with development of perspective taking 
abilities and promoting the identification and understanding of emotions. It is possibly that 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
19 The measure includes the following scales: Positive Parenting, Discipline, Harsh Punishment, 
Material Rewarding, and Rules.  Harsh Punishment includes the following items: “I slap my 
child when he/she has done something wrong; I spank my child when he/she is disobedient or 
naughty; I shake my child when we have a fight; I blame my child or I call my child names when 
he/she has done something I don’t approve of; I slap my child when he/she hasn’t kept to an 
agreement” (Van Leeuwen & Noens, 2013, p. 1-4). 
20 The PBS-A includes two new scales, developed specifically to target behaviors of parents of 
children with ASD: Stimulating the Development and Adapting the Environment.	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typically developing children do not need as much help to develop these abilities, and therefore, 
their parents do not use these skills as frequently. Overall, the authors concluded, self-reported 
“general parenting behavior is not that different between parents with a child with ASD and 
parents with a child without ASD” (p. 1151). 
Within their subsequent publication, the research group expanded their sample size and 
only included mothers in the study (Maljaars et al., 2014).  Furthermore, the authors examined 
correlations between child factors (age and problem behaviors, including both externalizing and 
internalizing problems) and parenting behaviors.  Overall, significant differences were found 
between the ASD and control groups on the “Rules,” “Discipline,” “Positive Parenting,” 
“Stimulating the Development,” and “Adapting the Environment” domains.  Specifically, parents 
of children with ASD tended to score lower than the control group on the Rules and Discipline 
scales (i.e., “mothers of a child with ASD were setting fewer rules and utilized less discipline,” 
p. 506), and higher than the control group on the Positive Parenting, Stimulating the 
Development, and Adapting the Environment scales (the results from the PBS-A scales support 
findings from Lambrechts et al., 2011).  Importantly, parents in both groups tended to use the 
strategies addressed in the Adapting the Environment scale more in childhood versus 
adolescence.  While Positive Parenting decreased as children aged in the control group, the same 
effect was not observed for the ASD group; therefore, the authors suggest that, “adolescents with 
ASD are or are expected to be more dependent on their mother’s involvement and guidance” (p. 
507).  In contrast to Lambrechts et al. (2011), significant differences were not found for the 
Harsh Punishment domain; but similarly, low levels of Harsh Punishment were reported across 
groups.   
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In addition, the authors examined correlations between child problem behaviors and 
parenting behaviors (Maljaars et al., 2014).  Overall, “weak correlations were found” (p. 508).  
Nevertheless, significant positive associations were found between children with ASD’s 
externalizing problems and their parents’ use of Rules, Discipline, and Harsh Punishment (the 
same relationship was found for the control group with the Discipline and Harsh Punishment 
parent behavior domains).  In terms of internalizing behaviors, all parents tended to adapt their 
child’s environment more when their child experienced greater internalizing difficulties,21 but 
parents of children with ASD also used more Stimulating the Development strategies when they 
reported their children to have higher internalizing problems.  The authors interpreted this 
difference as follows:  
Although the results of this study showed that children with ASD exhibit much more 
behavior problems than children without ASD, mothers of children with ASD seem to be 
less strictly controlling … this may be due to the fact that behavior problems in children 
with ASD are interpreted differently by parents (Reese et al., 2005 as cited in Maljaars et 
al., 2014) (p. 506).  
 
Lastly, the same research group at the University of Leuven published a study examining 
differences in parenting behavior, as parenting behavior relates to child communication and child 
problem behaviors (Boonen, Maljaars et al., 2014).  The relevant findings as they apply to this 
dissertation are reviewed briefly here.  The authors summarized the following findings, “in the 
ASD group pragmatic language difficulties, positive parenting (PBS domains: Positive 
Parenting, Material Rewarding, and Rules), and negative control (PBS domains: Harsh 
Punishment and Discipline) were positively associated with externalizing problems” (p.719).  
Similar to Maljaars et al., 2014, the authors found that parents of children with ASD adapted 
their behavior when their children displayed internalizing difficulties.  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
21 Child internalizing and externalizing problems were measured by parent report using the 
Strengths and Difficulties Questionnaire (Goodman, 1997). 
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Notably, the authors (Boonen, Maljaars et al., 2014; Lambrechts et al., 2011; Maljaars et 
al., 2014) only used self-report measures within this study and did not confirm diagnoses of 
ASD.  As parents reported on both their behaviors and their child’s behaviors, the results 
represent parent perceptions of theirs and their child’s behaviors.  Further, the ASD groups were 
restricted because children with IQ’s less than 70 were eliminated.  In addition, the authors 
included children with comorbid disorders in their analysis, but they did not report any 
examination of this factor as a covariate.  Moreover, the examination of Harsh Punishment is 
limited, as the scale does not investigate the full range of PM behaviors.  As a result, it is 
necessary to examine self-reported parenting behaviors in a gold standard ASD population and 
examine observed parenting behaviors in order to better understand the parent-child relationship 
in the ASD population (Boonen, Maljaars et al., 2014, p. 723; Lambrechts et al., 2011, p. 1151; 
Maljaars et al., 2014, p. 509).  Therefore, this dissertation is, in many ways and expansion of 
these studies, using an observational measure and examining a wider range of negative parental 
behaviors in a diverse, lower income sample diagnosed with gold standard ASD measures. 
Further evidence that the core dimensions of parenting have not been comprehensively 
examined lies in interventions research. As previously stated, a primary focus of current ASD 
interventions has been on child behaviors (e.g., increasing social engagement, language 
acquisition, appropriate play, etc.; Mahoney & Wiggers, 2007; Rogers & Dawson, 2009). While 
parents receive coaching in order to manage their child’s behaviors and to decrease unwanted 
behaviors, most programs do not first assess nor focus on parent behaviors. For example, the 
SCERTS (Social Communication, Emotional Regulation, and Transactional Support) Model is 
marketed as a program for both children with ASD and their parents (Prizant, Wetherby, Rubin, 
& Laurent, 2003); however, the emphasis on parenting is limited to explaining a need for the 
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parent’s own emotional support. As a result, this does not comprehensively aid parents in 
developing parenting skills within all domains nor does it help them understand damaging and 
ineffectual parenting practices. Furthermore, no assessment of parenting skills/behaviors takes 
place as an initial part of this model. Similarly, through Parent-Child Interaction Therapy (PCIT), 
parents are coached to decrease unwanted behaviors and increase desired behaviors of their child 
(McNeil & Hembree-Kigin, 2010; Solomon, Ono, Timmer, & Goodlin-Jones, 2008). PCIT has 
only recently been used with ASD populations and attempts to teach praise, discipline, and 
promote positive parent-child interactions; however, this occurs on an individual basis and the 
need for parent coaching with this population on a more global level is unknown.  
Parent-child Interactions with ASD Samples 
 Beginning in the 1980’s, studies of ASD samples have investigated the parent-child 
relationship through parent-child interactions. This section will outline what is currently known 
about parenting behaviors in the ASD population in the context of parent-child interaction 
studies.  This is not an exhaustive overview of ASD parent-child interaction studies; rather; it 
covers the studies that may relate to core parenting dimensions. The studies are largely covered 
in chronological order.  
Notably, the vast majority of the studies did not use gold standard diagnostic assessments 
in order to assess/diagnose their samples. Furthermore, many studies had fairly limited samples 
(e.g., only studied low functioning individuals with ASD, limited age ranges, populations that 
were not diverse, etc.).  
Early parent-child interaction studies with ASD samples. Sigman, Mundy, and 
Kasari’s research groups performed some of the earliest parent-child interaction studies. Across 
the three studies described below, the researchers used a three-group design (autism, Mental 
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Retardation [MR], and neurotypical children) and focused primarily on findings related to child 
behaviors. Of note, all of the ASD groups studied appear to be fairly low functioning, as they 
have comparable mental ages to the MR group. 
Sigman, Mundy, Sherman, and Ungerer (1986) used parent-child interactions to examine 
the communication behaviors, social responsiveness, and social interactions of children with 
ASD in comparison to children with MR and neurotypical children. While children with ASD 
used less social overtures toward their parents, their social responsiveness to positive parental 
commands did not differ significantly from the other groups. However, the ASD group was 
observed to be significantly less “compliant” to parental “suggestions” (p. 651).  The authors 
suggested this was possibly due to lower receptive language ability of some individuals within 
the ASD sample, but causality was never established.  Regardless, lower compliance has 
implications for corresponding parental behaviors.   
Additionally, the ASD group and their parents had significantly more physical contact 
with each other than the other two groups (Sigman et al., 1986). Specifically, this was attributed 
to parent behaviors (i.e., parents holding and touching their child), as the researchers did not 
observe the ASD children initiating touching of their parents more than the other groups. 
Interestingly, increased parental physical contact appeared to be viewed as a negative behavior 
by the authors, but the antecedents to these behaviors and motivations for such behaviors were 
not examined. As a result, it is unclear why parents of children with ASD engaged in more 
physical contact. For example, it is not known if parents touched their children to get their 
attention or if they were holding them to prevent them from accessing an object.  
The researchers (Sigman et al., 1986) observed that the ASD group displayed more 
avoidant behaviors during many of the tasks in comparison to one or both comparison groups 
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(e.g., less engaged in doll play, walked away more during puzzle teaching, walked away more 
during the social game); these behaviors seem comparable to shared enjoyment and characteristic 
of a diagnosis of ASD. While not examined by the authors, decreased shared enjoyment on the 
part of a child with ASD has implications for parental social responsivity. For example, such 
behaviors may also cause parents to disengage.  
Two years later, Kasari, Sigman, Mundy, and Yirmiya (1988) published a similar study 
in which their parent-child interaction was coded for both parent behaviors and child behaviors. 
The findings of this study show the importance of examining how specific child behaviors (such 
as language ability) are related to parenting behaviors.  Significant findings from the study are 
presented below. 
The authors found that, across groups, parents were very responsive to their children’s 
nonverbal communication and “all three groups spent over 50% of the session in mutually 
sustained play” (Kasari et al., 1988, p. 54); further, “caregivers used similar strategies to direct 
their children’s attention to, and engagement with objects” (p. 54). Within the autism group, 
parent behaviors varied based on the child’s language abilities: parents attempted to control their 
child’s behaviors and play more when their children had lower communication abilities, and 
“caregivers regulated their children’s behavior less and showed more mutual play and positive 
feedback to more communicatively able [based on expressive language] autistic children” (p. 
55).22  Additionally, parents of children with autism used more positive feedback overall than the 
parents of the other two groups.  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
22 Kasari et al. (1988) report mutual play is, “defined as the total duration of time that the child 
and adult were mutually involved in the same activity,” and they give the following examples of 




In addition, similar to Sigman et al.’s 1986 study, parents of children with autism and MR 
used significantly more physical prompting than parents of children in the typically developing 
group (Kasari et al., 1988). Specifically, parents of children with autism held their children for 
significantly longer durations (when compared to both other groups). Also of note, parents of 
children with autism spent more time initiating tasks with their children than the other two 
groups, although this relationship was only significant when compared to parents of typically 
developing children. Results also indicated that parents who spent more time physically holding 
their child and initiating tasks, also had children who did not engage in as much “nonverbal 
indicating” (i.e., using nonverbal means to gesture or show parents objects of interest; p. 49).  
Overall, the authors found that parents of children with ASD tend to physically hold their 
children more and behave differently towards their child based on their child’s language abilities. 
In 1997, Kasari and Sigman published a study that differed from their earlier studies in 
that they used parent questionnaires in conjunction with a direct parent-child interaction 
observation (Kasari & Sigman, 1997). The parent questionnaires were employed to examine 
parental perceptions of child behaviors and to investigate self-reported stress levels. As such, this 
is one of the first scholarly articles within ASD research to examine parent-child interactions 
while also examining parental wellbeing. The authors note the importance of understanding how 
parents perceive their children’s behaviors and symptoms by showing the relationship between 
parent-child interaction and parental stress. Notably, the focus of the Kasari and Sigman’s 1997 
study continues to be on child behaviors, not on parental behaviors; however, an additional 
interaction was used – children were observed with both their caregivers and an unfamiliar adult. 
Similar to previously mentioned results in the Parental Stress and Wellbeing section of 
this dissertation, within the ASD group, parents reported more stress relating to child 
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characteristics (as rated by a subscale of the Parenting Stress Index [PSI; Abidin, 1995]) when 
their child was viewed as having a more difficult temperament (as rated according to parental 
perceptions of child behavior on the Behavior Style Questionnaire [BSQ; McDevitt & Carey, 
1978]) than the MR and neurotypical groups (Kasari & Sigman, 1997). Additionally,  
[ASD] caregivers who reported their children as more difficult temperamentally were 
observed to spend less time engaged with their children and their children were less 
responsive in their interaction with the experimenter. However, children with greater 
autistic symptomotology were more responsive to their caregivers, (Kasari & Sigman, 
1997, p. 51)  
 
in comparison to those with lesser symptomology. Overall, difficult temperament was associated 
with lower cognitive and language abilities within the ASD group.  
In general, these early pioneering studies, investigating the parent-child interaction of 
parenting and children with ASD, found that parents of children with ASD engage in more 
physical contact with their children, interact differently with their child based on a child’s 
language and temperament, and lent additional evidence suggesting that parental stress is related 
to child behaviors.  However, possibly most importantly, these studies point to a need for 
examining the mechanisms by which specific behaviors of the ASD population impact parent 
behaviors and parent-child relationships. 
 Recent studies examining parent-child interactions. In recent years, researchers have 
used parent-child interactions, as well as other instruments, to examine the parent-child 
relationship in families with a child with ASD. Additionally, studies have been done in various 
countries, demonstrating continuity of parenting behaviors across countries and cultures. 
Wachtel and Carter (2008) studied American mother-child pairs of children with ASD. 
Specifically, they investigated coping mechanisms employed by mothers after their child 
received a diagnosis of ASD. Mothers were categorized according to their “resolution type” 
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based on the Reaction to Diagnosis Interview (RDI; Pianta & Marvin, 1993 as cited in Wachtel 
& Carter, 2008). Additionally, mothers’ behaviors within a mother-child interaction task (as 
rated according to the Parent-Child Interaction Rating Scales (PCIRS; Sosinsky et al., 2004 as 
cited in Wachtel & Carter, 2008) were compared across resolution types. The authors found that 
mothers who were better able to accept and cope with a diagnosis of ASD through “emotion 
resolution” (one type of resolution on the RDI) were rated higher on the dimensions of parental 
“Cognitive Engagement” and “Supportive Engagement” on the mother-child interaction task. 
Notably, “PCIRS Cognitive Engagement was found to be associated with directly assessed child 
verbal ability (i.e., Mullen verbal composite) and parent-reported child competence with respect 
to attention, compliance, mastery, motivation, empathy, prosocial peer relations, and 
imitation/play skills” (p. 585). As such, mothers were more cognitively engaged with children 
who were more verbal and rated as being more competent (similar to Kasari et al., 1988’s 
findings regarding social behaviors of parents as related to child language abilities). Moreover, 
after controlling for child behaviors/characteristics, parental “Emotional resolution contributed 
uniquely to PCIRS Cognitive Engagement” (p. 585). This paper was noteworthy because this 
was the first time the PCIRS was used with an ASD population. It was subsequently used to code 
additional parent-child interactions in this population. Taken together, this study has implications 
for future research regarding day-to-day parenting practices for parents of children with ASD. 
Since resolution of diagnosis impacts the way that parents interact during a short parent-child 
interaction, parental cognitions regarding diagnosis may also impact day-to-day parenting 
behaviors. 
 Ruble, McDuffie, King, and Lorenz (2008) developed and used a different coding system 
(the Social Interaction Rating Scale [SIRS]) to categorize behaviors observed during a parent-
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child interaction. Importantly, the authors found that total scores on the SIRS did not 
significantly correlate with child’s age, cognitive ability, or adaptive abilities. Importantly, the 
authors found, “that parents and caregivers who were more responsive to children’s attempts at 
initiation were more likely to rate their children’s social initiation ability with adults as high” (p. 
164), reflecting similar results found in Kasari et al., 1988. Of note, this sample was mostly 
Caucasian (86%) and low functioning (in addition to low cognitive and adaptive scores, the 
authors only included children with a diagnoses of “autism,” not Asperger’s or PDD-NOS); 
therefore, the results of this study are not generalizable to all individuals with ASD.   
 Studies comparing parental behaviors of mothers with their children with ASD and 
with non-ASD siblings. The subsequent studies used parent-child interaction tasks to observe 
and code maternal behaviors with two groups of children: children with ASD and non-ASD 
siblings. Differences between the way that parents interacted with children with ASD and 
neurotypical children were found. 
Doussard-Roosevelt, Joe, Bazhenova, and Porges (2003) conducted two studies to 
investigate these potential differences. Their first study examined parent interactions with 48 
children: 24 children with ASD and 24 neurotypical children (12 of the 24 children had a sibling 
with ASD that was not in the study). The focus of this study was on parental and child 
approaches, which were coded using the Approach Withdrawal Interaction Coding System 
(codes of maternal behavior included: social approach, physical approach, and object approach; 
codes of child behavior included: approach and withdrawal; p. 282). Overall, approaches did not 
differ in quantity but differed in quality. Mothers of the ASD group used more physical 
approaches and less social verbal approaches in comparison to the non-ASD group. Furthermore, 
within the ASD group, the mothers of nonverbal children used more physical approaches and 
 
58 
more social approaches (more physical contact approaches, more physical proximity approaches, 
more social verbal approaches, and less verbal object approaches; p. 288) than the mothers of 
verbal children. Comparisons of the total number of approaches did not differ significantly in 
comparisons between the ASD and non-ASD group; however, differences were observed once 
the ASD group was split based on verbal ability. Significantly more approaches were observed 
by mothers of nonverbal children.  
In terms of child behaviors, high intensity maternal behaviors (the authors note that “high 
intensity approaches” are “most similar to what is described in the literature review as ‘intrusive’ 
or ‘controlling’ behavior; p. 282) resulted in increased child responsiveness from both groups 
(Doussard-Roosevelt et al., 2003). However, mothers of children with ASD used significantly 
more high intensity approaches than mothers of children without ASD. Additionally, ASD 
children were more responsive to physical approaches (57%) and object approaches (45%); 
therefore, it the authors observed that approaches were more effective when with objects in 
comparison to social verbal approaches. Notably, the non-ASD group referred to within this 
study was not split and compared by those children who were ASD-siblings and those that were 
not. Subsequently, the authors performed an additional study to examine such differences. 
Doussard-Roosevelt et al.’s (2003) second study yielded similar results to their first 
study. The second study investigated differences in mother-child interactions between mothers’ 
interactions with their child with ASD compared to with their neurotypical child (non-ASD 
sibling). Again, the quantity of approaches did not significantly differ between groups. The type 
of approaches used differed such that mothers tended to use more physical contact and less social 
verbal approaches with their child with ASD than with their neurotypical children. Taken 
together, these parents interact differently based on the child they are engaging with. Therefore, 
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the authors suggest that these parents do not use more physical approaches and less social verbal 
approaches universally, but rather these behaviors may somehow be elicited because of their 
children’s differing behaviors (p. 293). 
Based on these two studies (Doussard-Roosevelt et al., 2003), it is clear that differences 
exist in the interactions between parents and their children with ASD than the interactions of 
parents with their neurotypical children. Furthermore, significant differences exist in the 
interactions parents have with nonverbal ASD children and verbal ASD children. Additionally, 
these results support those of Sigman et al. (1986) and Kasari et al. (1988).  
 A later study, by Meirsschaut, Warreyn, and Roeyers (2011) studied interactions of 
mothers with their child with ASD and with their neurotypical child. Notably, all of the non-
ASD siblings were younger than the child with ASD. This study also differed from Doussard-
Roosevelt et al.’s (2003) studies in the way that the parent-child interaction was set-up. 
Doussard-Roosevelt et al. used a free play scenario for their observations; conversely, 
Meirsschaut et al. used a free play and structured task. Similar to Doussard-Roosevelt’s results, 
the amount of approaches used by mothers did not significantly differ when they were with their 
child with ASD versus with their child without ASD; however, mothers in Meirsschaut et al.'s 
study were observed to be somewhat more responsive to their child who was not diagnosed with 
ASD.  Meirsschaut et al. found that mothers were more “active and responsive” (p. 363) during 
the structured portion of the parent-child interaction, and children with ASD made more requests 
(Meirsschaut et al., 2011). Of note, characteristics of the mother (e.g., pathology, stress levels, 
education) were not studied as potential factors that may impact the interaction. Further, since 
the child with ASD was the older child, mothers may have learned to use similar parenting 
techniques with their younger child, impacting the results. 
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 The use of a parent-child interaction in a longitudinal study. Recently, Blacher, 
Baker, and Kaladjian (2013) used parent reports of child behaviors (Child Behavior Checklist 
[CBCL]; Achenbach & Rescorla, 2000) and a parent-child interaction task (including a 
structured and unstructured scenario) to examine differences in parent behaviors and the parent-
child relationship across five groups (ASD, Cerebral Palsy [CP], Down Syndrome [DS], 
Undifferentiated developmental disorder [UDD], and neurotypical children). Notably, all 
children in the ASD, CP, DS, and UDD groups had Bayley Developmental Quotient (Bayley, 
1993) scores less than or equal to 75 at age three, meaning that these groups were comprised of 
children that were functioning at the lower end of the cognitive range. Data was collected for 
each of the groups when children were three, four, and five years old. Within the results, the 
authors compared the clinical groups to the neurotypical group and also compared clinical 
groups.  
When comparing clinical groups versus the typically developing group, positive 
parenting (defined as: “maternal positive affect,” “sensitivity,” “stimulation of cognition,” and 
“detachment [reverse coded],” p. 766) was lower for the clinical groups at age three for 
structured and unstructured interactions, but did not differ significantly at ages four and five 
(Blacher et al., 2013).  A comparison of the clinical groups versus the typically developing group 
revealed higher rates of negative parenting (defined as: “maternal negativity” and 
“intrusiveness,” p. 766) for the clinical groups at all three time points in structured and 
unstructured interactions. Furthermore, an investigation of all parents revealed that negative 
parenting tended to be higher in structured situations (at ages three and four) and positive 
parenting tended to be higher in unstructured situations (at all age points). For negative 
parenting, further differences were observed when comparing the ASD group to the typically 
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developing group (more negative parenting was observed for the ASD group), but not when 
comparing the ASD group to all other clinical groups. Moreover, no differences were observed 
for positive parenting when comparing ASD to the typically developing group.  Of note, the 
totality of negative parenting behaviors within structured activities decreased as children aged; 
this age effect was not observed for unstructured activities.  Additionally, positive parenting 
decreased slightly over time in unstructured activities for the ASD group. 
Further analysis revealed that mothers with higher levels of education displayed less 
negative parenting (Blacher et al., 2013). Mothers with higher levels of education displayed more 
positive parenting behaviors in structured interactions, regardless of their child’s diagnosis or 
lack of diagnosis. Also of note, and similar to previous research indicating that children with 
ASD display high rates of problem behaviors, the ASD group reported the highest CBCL ratings 
(Achenbach & Rescorla, 2000); but, even so, the parenting behaviors of the ASD group did not 
differ much from other clinical groups (Blacher et al., 2013). It may also be necessary to 
examine symptom severity and specific aberrant behaviors (e.g., using an item analysis) in order 
to discern if behavior problems associated with ASD are associated with negative parenting 
behaviors.  
Taken together, the researchers’ (Blacher et al., 2013) observations of negative parenting 
behaviors of parents of children with ASD indicates the necessity to comprehensively study the 
three most important parenting behaviors in an ASD population. Additional studies are necessary 
because in Blacher et al.’s study, the sample size of the ASD group was small, the individuals in 
the group were low functioning (and therefore not representative of the heterogeneity of ASDs), 
and ASD was not diagnosed using gold standard measures. Further, the study compares 
parenting behaviors across disorders, but does not compare parenting behaviors within groups 
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(e.g., by gender, functioning level, symptom severity level, etc.). In order to better understand 
parenting behaviors of parents with ASD, more in depth investigations are necessary. 
Implications for child communication based on parent-child interactions. A new 
focus in ASD parent-child interaction research has been on the impact of parent behaviors on 
child communication. Importantly, this dissertation does not exhaustively examine ASD parent-
child interactions that study parent and child communication within this context. 
A landmark longitudinal study in this area of research was performed by Siller and 
Sigman (2002). The authors used data from a parent-child interaction observation (four minutes 
of free play) to categorize parent behaviors across three groups: autism, developmental delay, 
and neurotypical children. The researchers coded the parent-child interaction based on the 
parents’ synchronization and verbalizations. Verbalizations were categorized based on quality: 
“demanding (demands a change in the child’s ongoing activity) or undemanding (caregiver 
maintains the child’s ongoing activity by offering reinforcement or a comment)” (p. 81). 
“Caregiver synchronization” was defined as “the degree to which the caregivers showed/pointed 
to or talked about objects to which the child was already attending” (p. 82); a formula was used 
to determine this: “caregiver synchronization = (percentage of synchronized and/or undemanding 
caregiver behaviors) / (percentage of child toy-directed attention)” (p. 82). Caregiver 
synchronization was calculated for parental “Indicating Behaviors,” “Verbalizations,” and 
“Undemanding Verbalizations.” Data was taken at multiple time points, and the parent-child 
interaction occurred at baseline. Children’s language, cognitive, and developmental levels were 
assessed at baseline, one year later, 10 years after baseline, and 16 years after baseline. 
The three groups were similar in their frequency of their caregiver’s synchronized 
behaviors (Siller & Sigman, 2002). Within the ASD group, higher levels of caregiver 
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synchronization at baseline were associated with better child communication ability over time 
(language and joint attention), in comparison to caregivers who had lower levels of 
synchronization at baseline. The authors stated that their “findings suggest that caregivers of 
children with autism successfully adapt their interactive behavior to the language level of their 
child” (p. 85). Further, they indicated, “caregivers of children with autism may have the tendency 
to show too little synchronization and too many demanding verbalizations rather than the other 
way around” (p. 86).  
Overall, an important link between parent behaviors and child communication was made 
within this study. These results have implications for the way that parents interact with their 
young children. Findings regarding caregiver synchronization indicate that parents of children 
with ASD are very much in-tuned to the objects/toys that their child is attending to.  Findings 
regarding child language outcomes are suggestive that low functioning children with ASD 
benefit from high levels of parental synchronization.  However, this data is based on a relatively 
low functioning group of children with ASD (based on baseline cognitive data); therefore, the 
results of this study may generalize to low, but not high, functioning individuals with ASD.  
Attachment of children with ASD. In order to further investigate parent-child 
relationships in ASD populations, van IJzendoorn et al. (2007) examined attachment security 
using of the Strange Situation and a parent-child interaction scale (coded using the Emotional 
Availability Scale [Biringen, Robinson, & Emde, 1998] to rate parent sensitivity and child 
involvement). In terms of child attachment as scored according to the Strange Situation, the 
breakdown of children with ASD was as follows: “14% insecure-avoidant, 48% secure, 0% 
insecure-ambivalent, and 38% disorganized attachment” (p. 601). Additionally, children with 
ASD (diagnoses of autism and PDD-NOS) were compared to children with Mental Retardation 
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(MR) without ASD, children with language delays, and neurotypical children.  Based on these 
results, children with ASD generally scored lower than children without ASD on the attachment 
security measure (results were based on a revised algorithm [van IJzendoorn & Kroonenberg, 
1990] of the Richters Attachment Security Scale [Richters, Waters, & Vaughn, 1988]); however, 
they did not score significantly lower than other groups. The authors suggest that children with 
ASD (when examining both high and low functioning participants in a group together) displayed 
significantly more disorganized attachment than children without ASD; however, this same 
relationship was not observed when individually comparing children in the ASD high 
functioning group (PDD-NOS) and ASD low functioning group (autism) to other groups. In 
other words, the effect was only found when all ASD participants were combined and compared 
to other groups. Furthermore, according to a regression analysis, a diagnosis of ASD was not a 
predictor of disorganized attachment, as similar percentages of children within each group 
received a categorization of disorganized attachment.  In addition, symptom severity 
(specifically, scores on the social domain of the Autism Diagnostic Observation Schedule – 
Generic [ADOS-G]; Lord et al., 2000) was associated with attachment scores.  Children who 
displayed more social deficits (higher symptom severity) were also categorized as being less 
securely attached (p. 603).  
Within the same study (van IJzendoorn et al., 2007), emotional availability of parents and 
children was rated with the Emotional Availability Scale (EAS; Biringen et al., 1998). The 
authors found that children with ASD (including both high and low functioning participants) 
were significantly less involved with their parents (according to the child involvement rating on 
the EAS) than children without ASD. These results are consistent with the diagnostic profile of 
children with ASD. Notably, even though children with ASD were less involved, parents of 
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children with ASD did not differ significantly from parents of children without ASD on 
measures of parental sensitivity (also measured by the EAS). More detailed analysis revealed an 
interaction between diagnosis (ASD vs. non-ASD) and parental sensitivity (high vs. low 
sensitivity). In the ASD group, no significant difference was found in child attachment levels 
based on parental sensitivity levels; however, for children without ASD, children who had 
parents that were rated high on sensitivity were more securely attached and children who had 
parents that were rated low on sensitivity were less securely attached.  
 Implications from this study (van IJzendoorn et al., 2007) are critical, especially as 
denying emotional responsiveness is a component of PM and emotional availability is a factor 
within this domain. The results of this study indicate that parents of children with ASD, on 
average, do not differ in their display of sensitivity in comparison to parents of children with 
other developmental disorders. The authors also posit that the current measures of parental 
sensitivity and attachment may not be sensitive/specific enough for detecting issues specific to 
the ASD population (p. 605-606).  Similarly, the authors indicate that attachment in this 
population may be more related to factors that are not typically measured with the Strange 
Situation (e.g., predictability of parental behavior or the environment).  On the other hand, the 
features on which the construct of attachment is based, may be different for children with ASD, 
and therefore, not detected within the Strange Situation. 
 Rutgers et al. (2007) also examined attachment within the ASD population, but they did 
not use a parent-child interaction for their investigation of attachment. Instead, through the use of 
survey measures (i.e., parent report measures), the researchers examined a possible link between 
attachment and parenting behaviors. The authors studied parent and child behaviors across four 
groups: ASD (split into two groups of high and low functioning based on cognitive functioning), 
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MR, learning disabled (LD), and neurotypical children. The ASD group’s diagnosis was 
confirmed with gold standard measures (i.e., ADOS-G [Lord et al., 2000] and Autism Diagnostic 
Interview-Revised [Lord, Rutter, & Le Couteur, 1994]). Additionally, all children were given 
cognitive assessments. Attachment was measured through the use of observational measures: 
The Brief Attachment Screening Questionnaire (BASQ; Bakermans-Kranenburg, Willemsen-
Swinkels, & Van IJzendoorn, 2003 as cited in Rutgers et al., 2007) and the Attachment Q-Sort 
(AQS; Waters, 1995 as cited in Rutgers et al., 2007). Parenting self-reports regarding parenting 
efficacy, parenting styles (an assessment of authoritative and authoritarian practices), available 
social supports, psychological functioning, and a measure of measure of “the strains and stresses 
accompanying child rearing” (p. 863) were completed by parents. 
Results indicated that parents of children with ASD’s sense of self-efficacy did not 
significantly differ from perceived self-efficacy of other groups (Rutgers et al., 2007). In 
addition, when the ASD groups were compared against other clinical groups, the parents of ASD 
children reported more social support. Moreover, significant correlations revealed that within the 
ASD group, parenting efficacy was negatively correlated with socioeconomic status (SES), 
parental daily hassles was negatively correlated with parental efficacy, and social support was 
positively correlated with both child and parent age.  
The authors suggested that one of the major differences between groups was the parents’ 
self-reported parenting styles (Rutgers et al., 2007).  Specifically, parents of children with ASD 
were less apt to use an authoritative parenting style in comparison to an authoritarian style 
(authoritative parenting is defined as “rational guiding of the child, encouraging independence 
and open expression of affect” and authoritarian style is defined as “authoritarian control and 
supervision of the child, and control through anxiety induction” p. 863). 
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In terms of attachment, children in the ASD groups displayed significantly less 
attachment security when they were compared with the neurotypical group and when they were 
compared to other clinical groups (Rutgers et al., 2007). When comparing low functioning 
children with ASD to children with MR, results indicated that lower functioning children with 
ASD displayed significantly lower BASQ attachment security. When comparing high 
functioning children with ASD to children with LD, results indicated that high functioning 
children with ASD displayed significantly lower BASQ attachment security.  
  Overall, results regarding the attachment security of children with ASD are similar to 
other studies (van IJzendoorn et al., 2007), in that children with ASD tended to display less 
secure attachment. However, it is worth noting that the BASQ is a new measure, and its validity 
and reliability requires continued verification. In addition, the study revealed that parents of 
children with ASD tend to use an authoritarian style when parenting. This significant finding 
must be examined further in order to fully understand how parenting behaviors may manifest 
within this population and in order to better understand how parenting behaviors are related to 













The parenting context for parents of children with Autism Spectrum Disorders (ASD) is 
extremely stressful and is one that creates unique parenting challenges. An examination of other 
models (i.e., models of the parenting context of children who are typically developing and 
children who exhibit behavior problems) indicates that there is a strong correlation between the 
quality of parenting and children’s distress and behavior problems (Brassard & Donovan, 2006; 
Osborne et al., 2008; Patterson et al., 1990; Shaw & Bell, 1994; Webster-Stratton & Eyberg, 
1982). In general, these models have found that insensitive and rejecting parenting (including 
chronic abuse) creates child behavior problems (Bolger & Patterson, 2001; Egeland et al., 1988; 
George & Main, 1979; Lutzger, 1984; Patterson, 1986); however, child problems, once 
established, can also create maternal distress and withdrawal from the child (in its extreme form 
psychological neglect), or aggression toward the child (in its extreme form psychological and 
physical abuse), or both (Patterson, 1981).  Studies with ASD populations have established that 
child behaviors, such as aggression and other problems, are correlated with parent wellbeing and 
distress (Lecavalier et al., 2006; Osborne & Reed, 2009; Seltzer et al., 2001).  However, the 
previously established line of research drawn within the general population showing correlations 
between child maladaptive behaviors and harsh, unsupportive parenting practices has had limited 
examination in an ASD population (Blacher et al., 2013; Boonen, Maljaars et al., 2014; 
Lambrechts et al., 2011; Maljaars et al., 2014).  If a similar pattern of poor parenting correlating 
with child problems holds true for families with a child with ASD, then ineffectual/abusive 
parenting practices towards children with ASD and children’s aggressive relationships toward 
their parents could be a major problem in these families. 
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Conversely, in spite of the extreme stress and low levels of wellbeing observed in parents 
of children with ASD (Osborne & Reed, 2009; Seltzer et al., 2001; Weiss & Lunsky, 2011), 
there is reason to believe that there may be differences in the way that parents of children with 
ASD act due to the particular challenges of their child’s disorder (Doussard-Roosevelt et al., 
2003; Kasari et al., 1988; Siller & Sigman, 2002; Wachtel & Carter, 2008).  For example, while 
studies show that many children with ASD act aggressively (Kanne & Mazurek, 2011), it is 
believed that aggressive children with ASD typically do not intentionally harm others (Farmer & 
Arman, 2011; Love et al., 2009); therefore, parents of children with ASD may respond to 
maladaptive and aggressive behaviors in a different manner than do parents of neurotypical 
children who, many times, act with the intent to harm. Additionally, due to differing learning 
styles of children with ASD (Mesibov, Shea, & Schopler, 2004), harsh discipline and coercion 
might be especially ineffective when attempting to teach a child with ASD to behave in a 
particular manner, and thus, parents of children with ASD may not use these strategies 
frequently.  In addition, because children with ASD offer little psychological attunement and so 
much frustration and challenge (Benson, 2010; Smith et al., 2010), parents of children with ASD 
may be more likely to emotionally withdraw from the parent-child relationship than parents of 
neurotypical children (similar to results observed in Kasari & Sigman, 1997).  When children are 
less engaged in an interaction, it is possible that parents of children with ASD may become 
emotionally unavailable to the point of emotional neglect; however, the association between 
parental emotional unavailability and child behaviors in an ASD population has only been 
explored in a limited capacity (e.g., Osborne & Reed, 2010; van IJzendoorn et al., 2007).  As a 
result, parental emotional support may not play the same role for children with ASD as it does 
for typically developing children. Additionally, more intrusive and explicit limit setting, as well 
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as increased levels of scaffolding, above what is optimal for neurotypical children, may be 
required due to specific deficits that many children with ASD have, including cognitive 
difficulties, trouble with abstract concepts, and intense stereotyped and repetitive behaviors 
(Boonen, Maljaars et al., 2014; Doussard-Roosevelt et al., 2003; Kasari et al., 1988; Maljaars et 
al., 2014; Osborne et al., 2008; Sigman et al., 1986).  
Due to an inaccurate, yet common theory in the 1950-1970’s, that a mother’s emotional 
unavailability (i.e., the “refrigerator mother”) was the cause of ASD (Attwood, 2008), the 
majority of research investigating the parent-child relationship within the ASD population has 
failed to focus on parent behaviors. Instead, much of the focus has been on child behaviors and 
parental wellbeing. In the limited research in which parents’ behaviors have been investigated, 
examinations of the full range (i.e., including constructive, supportive, ineffectual, and abusive 
behaviors) of parent behaviors are sparse.  Limited research into parenting behaviors in the ASD 
population has examined some positive and negative aspects of parenting behaviors through 
parent self-report (Boonen, Maljaars et al., 2014; Lambrechts et al., 2011; Little, 2002a; Maljaars 
et al., 2014) and observation (Blacher et al., 2013).  Results are inconclusive, suggesting that 
there are some ways in which parents of children with ASD are similar to parents of neurotypical 
and problem behavior children and some ways in which they may alter their behaviors (for 
example, adapting to use ASD-specific interventions) or differ in their behaviors (for example, 
continuing to use many positive parenting techniques regardless of children’s ages).  In addition, 
data regarding harsh and unsupportive parenting is limited.  For example, one study found that 
parents of children with ASD use high levels of psychological aggression (Little, 2002a).  
Another study indicated that parents engage in less “harsh punishment” than neurotypical parents 
(Lambrechts et al., 2011), and yet an expansion of Lambrechts et al.’s study found that parents of 
 
71 
children with ASD and neurotypically developing children do not significantly differ on their use 
of harsh punishment (Maljaars et al., 2014).  Nevertheless, very little research has investigated 
potentially psychologically abusive parenting behaviors in this population. 
As a result, this dissertation examines both prosocial and supportive parenting behaviors, 
as well as coercive, harsh, and punitive behaviors. This approach to understanding parent-child 
relationships within families with a child with ASD is necessary because of the sole focus on 
managing child behaviors that most current treatments offer and the extreme stress that families 
with a child with ASD endure (Mahoney & Wiggers, 2007; Rogers & Dawson, 2009).  Due to 
the minimal research regarding parenting behaviors within this population, researchers and 
practitioners are currently unable to adequately aid and advise parents of children with ASD.  
Therefore, the main dimensions of parenting in the context of an ASD population were studied 
through an observation to better understand how to support parents and families with children 
with ASD.   
It is clear that the ASD profile is unique and that parents with children with ASD are 
under extreme stress; however, based on current research, assumptions cannot be made about the 
impact of this unique context on parenting behaviors.  While research suggests that parenting a 
child with ASD is extremely challenging, research examining the possibility that parenting 
behaviors may have manifested into damaging practices is sparse, lacking an in-depth 
examination of psychologically abusive practices, and equivocal (Blacher et al., 2013; Boonen, 
Maljaars et al., 2014; Lambrechts et al., 2011; Little, 2002a; Maljaars et al., 2014).  On the other 
hand, there is a good reason to believe that in order to be effective, parents with children with 
ASD may need to alter their parenting behaviors, in a proactive manner, in order to help their 
child (for example, children with ASD may benefit from different types of parental behavior; 
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Gulsrud et al., 2010). However, current research does not examine the full continuum of 
parenting behaviors in this population in order to address the question of whether or not parents 
of children with ASD exhibit behaviors similar to those of other stressed parents of children with 
behavior problems.  The ASD parenting context is a rich one, in which we can examine 
parenting of individuals who endure extreme stresses while parenting children who have less 
social competence.  Furthermore, examining this unique perspective helps researchers and 
clinicians to better understand human parental contexts. 
Through observations of a structured and unstructured parent-child interaction, this 
dissertation examines parenting in an observational setting with gold standard identified children 
diagnosed with ASD.  A range of parenting behaviors was examined, including 
positive/supportive parenting (i.e., emotional support, patience, and instruction) and the presence 
of invalidating, rejecting, and critical parenting  (i.e., together the absence of positive/supportive 
parenting, with the presence of negative aspects of parenting). Parenting behaviors were 
examined as they related to child behaviors and symptoms (i.e., aggression and negativity toward 
the parent, experience during the parent-child task, ASD symptom severity, and cognitive 
ability). The parent-child interaction coding system used in this dissertation was a measure 
developed to examine parenting in the context of risk (i.e., child abuse) but covers the three well-
established components of parenting (i.e., emotional support, instruction/patience, and harsh 
parenting). This dissertation examines the differences among parents of elementary-aged 
children with ASD who vary in level of functioning and severity of symptoms in an urban, multi-
ethnic population (a less commonly studied population in ASD research). Overall, it is expected 




This purpose of this dissertation is to examine a range of parenting behaviors in dyads of 
parents and children with ASD using a parent-child interaction task.  This dissertation will 
examine these behaviors by answering the following questions: 
1) How are the three most important aspects of parenting (instruction, emotional support, 
and negative parenting/psychological abuse) represented in an ASD sample? 






















Based on clinical observation but limited research, the following hypotheses on the 
parent-child relationship in an elementary-aged ASD population are proposed: 
Hypothesis 1  
 
As in neurotypical children, observed negative parenting will be significantly and positively 
correlated with child aggression in dyads with higher functioning children but not in dyads with 
lower functioning children. In other words, child level of functioning will moderate the 
relationship between child aggression and observed negative parenting. A review of the literature 
indicated that parents may attribute the reason for their child’s aggression to their child’s 
diagnosis of ASD and low cognitive functioning, and therefore, may not also act in an aggressive 
and critical manner towards their child (Greenberg et al., 2006; Karst & Van Hecke, 2012; 
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Observed negative parenting will be significantly and positively correlated with observed child 
negativity directed toward the parent during the parent-child interaction. Child level of 
functioning will not moderate the relationship (i.e., the interaction between negative parenting 
and child level of functioning will not be significant). Given that children with ASD are both 
aware of and are impacted by instances of peer bullying, it is predicted that they will also exhibit 
negativity if they are exposed to negative parenting, just as neurotypical children do (Cappadocia 
et al., 2012; Little, 2002b; Shtayermman, 2007); although this negativity may be expressed 





Observed parental emotional support will be significantly and positively correlated with the 
child’s experience of the session as observed during the parent-child interaction. This effect will 
be much larger in dyads with higher functioning children compared to dyads with lower 
functioning children. In other words, child level of functioning will moderate the relationship 
between parental emotional support and child experience of the session, such that the interaction 
between parental emotional support and child level of functioning will be significant. This 
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functioning may have greater difficulties sharing/expressing their enjoyment in the session (see 
Begeer, Koot, Rieffe, Terwogt, & Stegge, 2008 for a review of the literature); therefore, these 
children may not receive as much reciprocal emotional support from their parents compared to 
their higher functioning counterparts.  
Hypothesis 3B 
Observed parental emotional support will be significantly and positively correlated with the 
child’s experience of the session as observed during the parent-child interaction. This effect will 
be much larger in dyads with children who exhibit lower levels of ASD symptom severity in 
comparison to dyads with children who exhibit higher levels of ASD symptom severity. In other 
words, child symptom severity will moderate the relationship between parental emotional 
support and child experience of the session, such that the relationship between parental 
emotional support and child’s experience of the session will be stronger for children with low 
symptom severity than those with higher symptomology. Literature suggests that this trend may 
be the case for children who have lower cognitive levels (Begeer et al., 2008); therefore, it is 













emotions (diagnostic criteria for ASD) may also have difficulty displaying shared enjoyment, 
resulting in lower ratings of their experience of the session and a lack of parental matching in 




Low child level of functioning will be significantly and negatively related to observed parental 
instruction. This relationship will be moderated by observed parental emotional support.  Higher 
levels of emotional support will be correlated with more instruction and lower levels of 
emotional support will be correlated with less instruction, across levels of functioning. This 
hypothesis is based on the knowledge that children who are cognitively deficient require more 
structure and support while doing structured tasks. Additionally, it is expected that this 
relationship will be moderated by emotional support because research with typically developing 
children indicates that parents who are emotionally unavailable do not aid/support their children 
through a structured task as much as parents who are emotionally available. However, in an ASD 
population, it is possible that some parents are overwhelmed and unable to emotionally connect 
for other reasons (van IJzendoorn et al., 2007). For example, these parents may become 
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High child severity of symptoms will be significantly and positively related to observed parental 
instruction. The relationship will be moderated by observed parental emotional support. Higher 
levels of emotional support will be correlated with more instruction and lower levels of 
emotional support will be correlated with less instruction, regardless of severity of symptoms. 
This hypothesis is based on the knowledge that children with ASD who exhibit low levels of 
social reciprocity, low levels of communication, and intense stereotyped and repetitive behaviors 
require more structure and support while doing structured tasks. Further, it is expected that this 
relationship will be moderated by emotional support because research with typically developing 
children indicates that parents who are emotionally unavailable do not aid/support their children 
through a structured task. In an ASD population, it is possible that some parents do not behave in 
an emotionally supportive manner due to being overwhelmed and possibly due to a lack of 
















Data from 30 parent-child dyads are included in this study.  All 30 dyads included 
children who met study criteria for ASD according to the Diagnostic and Statistical Manual of 
Mental Disorders (5th ed; DSM-5; American Psychiatric Association, 2013) diagnostic criteria.  
ASD diagnoses were made based on a psychiatric intake interview and gold standard diagnostic 
criteria based on a parent interview and semi-structured observation (Autism Diagnostic 
Interview – Revised [ADI-R; Rutter et al., 2003] and Autism Diagnostic Observation Schedule, 
Second Edition [ADOS-2; Lord et al., 2012], respectively).  All children included in the study 
met the ASD diagnostic criteria on the ADOS-2.  Three children did not meet diagnostic criteria 
based on the ADI-R, but were determined to meet DSM-5 criteria for ASD (American 
Psychiatric Association, 2013) according to a team’s consensus (including a psychiatrist and 
psychologist).  Only data from dyads that met criteria for ASD and participated in the parent-
child task (and whose data from the parent-child tasks was undamaged and able to be coded) 
were included in this dissertation.  Due to one partially damaged video, one dyad was only coded 
for their participation in the structured task within the parent-child interaction.  All other dyad’s 
videos were coded for both unstructured and structured tasks.  Exclusion criteria are described 
below. 
Subjects were recruited as part of multiple ongoing studies at Mount Sinai Hospital, 
which were approved by the Mount Sinai Institutional Review Board.  In addition, the Teachers 
College Institutional Review Board approved this dissertation.  Notably, the impact that other 
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studies and/or interventions in which the subjects participated (at Mount Sinai or elsewhere) 
were not studied as factors in this dissertation. 
Participants were legal guardians of children with ASD and children with ASD (parent 
and family demographic data are presented in Table D1 in Appendix D). The legal guardians’ 
ages ranged from 25 to 52 (M=38.46, SD=8.40).23  Legal guardians included 25 mothers 
(83.3%), 3 fathers (10.0%), and 2 grandmothers (6.7%); 27 female guardians (90.0%) and 3 male 
guardians (10.0%) participated.  The term “legal guardian” will used interchangeably with 
“parent” for the remainder of this dissertation.  Parents identified with the following 
race/ethnicity: Black/African American (n=14, 46.7%), Hispanic/Latino (n=10, 33.3%), 
Caucasian (n=3, 10.0%), and more than one race (referred to as “multiple” from here on; n=3, 
10.0%).24  An estimated income was obtained for each household based on the average income 
from the dyad’s reported zip code (2009-2013 American Community Survey 5-Year Estimates).  
Estimates of household incomes (derived from United States Census Bureau data, 2009 – 2013 
American Community Survey 5-Year Estimates) ranged from $22,307 to $93,463 
(Median=$40,734, M = $44,525, SD=$17,900). 
Participants also included children with ASD between the ages of 5 and 12 (M=7.90, 
SD=2.56; child demographic data are presented in Table D2 in Appendix D).  The percentage of 
male and female children participating in the study (male: n=25, 83.3%; female: n=5, 16.7%) is 
approximately equivalent to the national ratio of males to females diagnosed with ASD (Center 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
23 Five legal guardians’ ages were not reported, but were estimated based on the parent’s 
reported age when their child was born.  Two legal guardians’ (both whom identified as the 
child’s grandmother) ages were not reported; their ages were estimated to be 53.  Parent age data 
reported here includes all mothers and fathers, but excludes grandmothers.  Grandmother’s ages 
(53) were included when running all analyses and preliminary analyses.   




for Disease Control and Prevention, 2014).  Child ethnicity was reported by parents: 
Black/African American (n=9, 30.0%), Hispanic/Latino (n=9, 30.0%), more than one race (n=9, 
30.0%), and Caucasian (n=3, 10.0%).  As reported above, all children received a diagnosis of 
ASD according to DSM-5 criteria (American Psychiatric Association, 2013).  Comorbid 
diagnoses were not regarded as exclusion criteria; 43.3% of the study participants were 
diagnosed with comorbid disorder(s).  The breakdown of comorbid disorders (based on 
additional DSM-5 diagnoses received by participants [American Psychiatric Association, 2013]) 
within the sample was as follows: Attention-Deficit Hyperactivity Disorder (ADHD; n=4, 
13.3%); Intellectual Disability (ID; n=4, 13.3%), multiple comorbid diagnoses (n=4, 13.3%), and 
other (n=1, 3.3%).25 Children’s cognitive abilities were obtained from a variety of intelligence 
tests.26  Full scale IQ scores ranged from 28 to 119 (M=79.03, SD=23.71, median=80.00).27  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
25	  For the purposes of all analyses, a binary code was used for child comorbidity (no comorbid 
disorder [score of 0] versus comorbid disorder(s) [score of 1]). ID was not included as a 
comorbid disorder in analyses, as the presence of ID was thought to have been captured in the 
FSIQ variable.  As such, the breakdown of comorbid disorders for this variable was as follows: 
Attention-Deficit Hyperactivity Disorder (ADHD; n=5, 16.7%), multiple comorbid diagnoses 
(n=3, 10%), and other (n=1, 3.3%); included in the "presence of a comorbid disorder" group was 
one child who was diagnosed with ID and an additional comorbid disorder.  Notably, all 
individuals in the multiple comorbid diagnoses group were diagnosed with ADHD as one of the 
disorders given.  Using the dichotomous variable (excluding children only diagnosed with ASD 
and ID), 30% of the sample was identified as having comorbid disorder(s) and 70% of the 
sample was identified as not having a comorbid disorder.	  
26 The following intelligence tests were used, based on clinician judgment: Stanford Binet, Fifth 
Edition (SB5; Roid, 2003; n=14), Wechsler Intelligence Scale for Children, Fourth Edition 
(WISC-IV; Wechsler, 2003; n=7), Mullen Scales of Early Learning, AGS Edition (Mullen, 1995; 
n=3), Kaufman Brief Intelligence Test, Second Edition (K-BIT; Kaufman & Kaufman, 2004a; 
n=2), Differential Abilities Scale, Second Edition (DAS-2; Elliott, 2007; n=2), and Kaufman 
Assessment Battery for Children, Second Edition (KABC-II; Kaufman & Kaufman, 2004b; 
scores obtained via recent report from outside agency,  n=1).  One participant's Full Scale IQ 
(FSIQ) score was not reported.  Based on parent report, the participant had scored within the 
average range on recent school cognitive testing and the participant's guardian indicated that the 
subject had previously scored in the above average range on cognitive testing.  Therefore, in 
consultation with Dr. Brassard (December 2014), the subject was given an FSIQ score of 108 to 
use in analyses. 
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Twenty-six children were rated on an adaptive behavior measure (Vineland-II; Sparrow et al., 
2005), and Adaptive Behavior Composite scores ranged from 50 to 103 (M=73.35, SD=11.97, 
median=70.50).  While data regarding the time of the participants’ first ASD diagnosis was 
unable to be obtained, information was gathered indicating if the participant had previously 
received a diagnosis of ASD or if they received the diagnosis of ASD while participating in this 
study.  Based on this data, 24 participants (80%) had previously received a diagnosis of ASD 
before enrolling in their respective studies.28 
Procedure 
Children who did not meet diagnostic criteria for ASD were excluded from the study.  
Clinical agreement on an ASD diagnosis was determined by the assessing clinicians in order to 
meet inclusion in the study.  
Parents provided written informed consent for themselves and their child to participate in 
the study; children aged seven and above provided assent to participate in the study.  During a 
subject’s visit to the medical institution, he or she met with a study psychiatrist and team of 
qualified mental health professionals with experience in Autism Spectrum Disorders to 
determine study eligibility. In order to determine eligibility and to obtain phenotypic 
information, subjects completed a series of diagnostic assessments for Autism Spectrum 
Disorders. As part of the diagnostic evaluation, subjects were administered the ADOS-2 (Lord et 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
27 Ratio IQ scores were used when the Mullen Scales of Early Learning, AGS Edition was 
administered because the participants who were administered the assessment were above the age 
range required to obtain an Early Learning Composite score (Bishop, Guthrie, Coffing, & Lord, 
2011).  The Full Scale Ratio IQ (FSRIQ) was obtained based on age equivalent scores and 
chronological age.   
28 Data regarding previous ASD diagnoses were included when describing participant 
demographics; however, this information was not included in further analyses because 




al., 2012), a structured play interaction which allowed the clinician to confirm an ASD diagnosis 
and quantify symptoms. Parents participated in an interview, the ADI-R (Rutter et al., 2003), 
which also aided in the diagnostic confirmation of ASD and allowed the clinician to obtain 
information about the child’s symptoms and behavior. Additionally, parents participated in an 
interview regarding the subjects’ adaptive behavior and daily functioning (Vineland-II; Sparrow 
et al., 2005). Parents also completed a rating scale about their child’s behaviors (Aberrant 
Behavior Checklist - Community [ABC-C]; Aman & Singh, 1994; the ABC-C was developed 
from the Aberrant Behavior Checklist [ABC; Aman & Singh, 1986]). Finally, child participants 
were administered an intelligence test. The assessment used for intelligence testing was 
determined on a case-by-case basis. Diagnosis was derived from team consensus. In addition, 
parent and child participants participated in a parent-child interaction (see Appendix E for the 
parent-child interaction script).  Only participants who agreed to be videotaped participated in 
the parent-child interaction.  Parental behaviors (i.e., parental emotional support, the degree to 
which parents were critical or punitive of their child, and the quality of the parent’s instruction 
and scaffolding) and child interactions (i.e., child negativity, child experience of the session, and 
aggression) were assessed through coding of the parent-child interaction task using the 
Psychological Multifactor Care Scale - ASD version (Donnelly et al., 2014; Brassard et al., 
1993). All of the above assessments took place at the medical institution. Subjects were 
compensated for their participation. 
Measures 
The following section outlines in further detail each of the assessments used to determine 
diagnostic criteria for eligibility and to test the hypotheses outlined within this dissertation.  
Diagnostic criteria for study eligibility.  The ADOS-2 (Lord et al., 2012) and ADI-R 
 
84 
(Rutter et al., 2003) were used when determining if a participant met criteria for ASD. 
Autism Diagnostic Observation Schedule, Second Edition (ADOS-2; Lord et al., 2012). 
The ADOS-2 is a semi-structured interaction between an examiner and participant that is 
referred to as the gold standard observational measure for diagnosing ASD. The ADOS-2 is 
comprised of five modules based on a participant’s language level and age: Toddler Module, 
Module 1, Module 2, Module 3, and Module 4. In the current study, only Modules 1-3 were 
administered, based on the participants’ ages and language level (no Toddler Modules or 
Modules 4s were administered). When administering Module 1 or 2, one parent remained in the 
room.  In each module, the examiner administered a variety of tasks to measure a participant’s 
communication, social abilities, and stereotyped and repetitive behaviors. For example, tasks are 
designed to elicit requesting, joint attention, pretend/imaginative play, and gesturing. Tasks vary 
based on the module given (i.e., Module 1 is more play-based, while Module 3 requires the 
participant to use more language and answer questions). Behaviors were coded based the 
examiner’s observation and were coded on a three or four point scale (depending on the item): 0–
2 or 3, where 0 represents the absence of an atypical behavior or the presence of a typical 
behavior and high scores represent atypicality and/or the absence of a behavior. Item codes were 
transferred to a diagnostic algorithm, which includes measurement cut-offs indicating “autism,” 
“autism spectrum disorder,” or “non-spectrum.”  In this study, all individuals met criteria for 
“autism” or “autism spectrum disorder” on the ADOS-2. 
The following inter-rater agreement procedure was followed for obtaining agreement on 
the ADOS-2: Prior to administering ADOS-2’s for the study, all ADOS-2 administrators 
achieved “on-site reliability” with “research reliable” individuals at greater than or equal to 80% 
on two consecutive administrations for each module.  The research reliable administrators had all 
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been trained by ADOS-2 trainers and obtained 80% agreement with these trainers on four 
administrations (therefore, obtaining the title of “research reliable”). This training model aligns 
with the suggested ADOS-2 research administration and coding.  
In terms of ADOS-2 reliability, inter-rater agreement (including agreement of diagnostic 
classification, and domain and overall total scores) is reported to be high (Lord et al., 2012; the 
first version of the ADOS-2 [ADOS; Lord, Rutter, DiLavore, & Risi, 1999] is, in some cases 
used, to describe reliability and validity of the measure as the ADOS-2 is relatively new).  Inter-
rater reliability was also high; inter-rater reliability of Overall Total scores were as follows:  97% 
for Module 1 (97% for the Social Affect domain and 79% for the Restricted and Repetitive 
Behavior domain), 96% for Module 2 (98% for the Social Affect domain and 80% for the 
Restricted and Repetitive Behavior domain), and 94% for Module 3 (92% for the Social Affect 
domain and 91% for the Restricted and Repetitive Behavior domain). Test-retest research of the 
measure indicates adequate reliability.  Internal consistency is reported to be high for the Social 
Affect domain (Chronbach’s alphas range from .87-.92), but lower for the Restricted and 
Repetitive Behaviors domain (ranging from .51 to .66). The authors note that this tendency was 
expected for the Restricted and Repetitive Behaviors domain “because of the heterogeneous 
character of the items in this domain” (Lord et al., 2012, p. 241).  
Additionally, Gotham, Risi, Pickles, and Lord (2007) conducted a study based on the 
revised algorithms (changed when developing the ADOS-2) and examined the predictive validity 
of the measure. When examining the classification of autism versus non-spectrum participants 
and again when examining non-autism ASD (i.e., PDD-NOS and Asperger’s Syndrome) versus 
non-spectrum participants (i.e., comparing actual diagnosis to the ADOS-2 classification), 
sensitivity was high, while specificity was lower.  
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Autism Diagnostic Interview – Revised (ADI-R; Rutter et al., 2003). The ADI-R is a 
semi-structured examiner-led parent interview conducted with the participant’s primary 
caregiver(s) that is referred to as the gold standard parent interview used for the purpose of 
diagnosing ASD. Items are arranged so that the interviewer asks standard questions to each 
parent, while also giving the interviewer the flexibility to ask additional follow-up questions 
based on the responses given. Questions address: early development (e.g., age of first 
words/phrases, toilet training, age when an abnormality was first present); language and 
communication (e.g., nonverbal means of communication, reciprocal conversation, stereotyped 
speech, imaginative play); reciprocal social interaction (e.g., peer relationships, shared 
enjoyment, social overtures and responses, eye contact); restricted, repetitive, and stereotyped 
behaviors (e.g., circumscribed interests, sensory interests, hand and finger mannerisms); and 
general behaviors (e.g., gait, aggression, self-injury, seizures, and special skills). Items are scored 
based on the participant’s current and past behaviors. Based on the item, participants may be 
asked about the child’s current behaviors, if the child ever exhibited the behavior in question, 
and if the child exhibited the behavior during a finite period of time (e.g., most of these items ask 
if the child exhibited the behavior between the ages of 4 and 5). Similar to the ADOS-2, items 
are typically rated on a four-point scale (i.e., 0-3 where scores of 0 represents an 
absence/typicality of the behavior and scores of 3 represent an abnormality). After administering 
the ADI-R, item scores are transferred to a diagnostic algorithm (which is based on ICD-10 
[World Health Organization, 1992] and DSM-IV [American Psychological Association, 1994] 
criteria for autism) which yields classifications of “autism” or “non-spectrum” based on cut-off 
scores (i.e., if a summary score meets or exceeds a pre-determined score meant to distinguish 
between autistic and non-autistic populations) in four domains: communication, reciprocal social 
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interaction, restricted and repetitive behaviors, and abnormality of development before 3 years of 
age. If a participant’s scores meet or exceed the cut-off scores in all four domains, they meet 
instrument criteria for “autism” (meeting less than four domains means that an individual does 
not meet criteria for autism on the ADI-R). Using this algorithm, the ADI-R was designed to 
distinguish between autistic and non-autistic samples (i.e., including neurotypical, 
developmentally delayed, or intellectually disabled). The majority of participants in this study 
met ADI-R criteria for “autism.”  Those participants who did not meet ADI-R criteria for 
“autism,” received a diagnosis of ASD based on the consensus of a team of diagnosing 
clinicians.     
The following inter-rater agreement procedure was followed for obtaining agreement on 
the ADI-R: Prior to administering ADI-R’s for this study, all ADI-R administrators achieved 
“on-site reliability” with “research reliable” administrators and raters at greater than or equal to 
90%.  The research reliable administrators had all been trained by ADI-R trainers and obtained 
90% reliability with these trainers on two consecutive independent administrations. This training 
model aligns with that suggested by ADI-R trainers.  
Most reliability and validity data for the ADI-R is based on previous editions of the ADI 
(Le Couteur et al., 1989; Lord, Rutter, & Le Couteur, 1994); however, diagnostic algorithms for 
the ADI-R are the same as the 1994 version. Therefore, the reliability and validation data for the 
1994 version also applies to the current version. In terms of inter-rater reliability, Lord, 
Storoschuk, Rutter, and Pickles (1993) reported moderate to high inter-rater agreement (kappas 
ranging from .62-.96 on individual items). An additional study (Lord et al., 1994) reported that 
similar inter-rater agreement on individual items and kappas above .92 for subdomain and 
domain scores on the algorithm. However, Poustka et al. (1996) reported a larger range of inter-
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rater agreement (ranging from .31-.95); however, most scores were above .70, but six scores 
were less than .60. Overall, reports indicate that inter-rater agreement tended to be higher for 
domain scores than for individual items, and the authors state that there is “satisfactorily high” 
reliability of the ADI-R algorithm (Rutter et al., 2003, p. 40). Furthermore, test-retest reliability 
was adequate to high (Hill et al., 2001; Lord et al., 1994). In terms of validity, the ADI-R is 
reported to demonstrate strong discriminate validity (Lord et al., 1994); however, “in general, 
items showed lower specificity (not as good at identifying who does not have ASD) for low-
functioning individuals and lower sensitivity (not as good at identifying who has ASD) for high-
functioning ones” (Rutter et al., 2003, p. 39). 
ASD symptom severity.  A construct was created for child ASD symptom severity 
(referred to as “symptom severity” throughout this dissertation) from the ADOS-2 (Lord et al., 
2012) calibrated severity score (i.e., comparison score) and sum of ADI-R (Rutter et al., 2003) 
nonverbal algorithm scores (Hus & Lord, 2013).29  These scores were averaged as they included 
information regarding a child’s ASD symptoms from both parent report and observational data.  
Within both measures, higher scores indicate greater symptom severity.   
The ADOS-2 (Lord et al., 2012) comparison scores are garnered from total algorithm 
scores. Comparison scores were derived for the purpose of being able to compare the severity of 
ADOS-2 scores between individuals with ASD of the same chronological age and language level 
(Gotham, Pickles, & Lord, 2009). The comparison scores were derived from a large convenience 
sample (individuals referred to ASD clinics in three states). In this study, comparison scores are 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
29 This score is a sum of the following ADI-R diagnostic algorithm domain scores: nonverbal 
communication, reciprocal social interaction, restricted and repetitive behaviors, following the 
procedure used in Hus & Lord (2013). However, individual items scores were not available.  As 
a result, “verbal rituals” an individual item in the restricted and repetitive behaviors domain was 
not omitted for this dissertation. 
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used as a measure of a participant’s symptom severity.  Comparison scores range from 1 (low) to 
10 (high). 
A nonverbal algorithm score from the ADI-R (Rutter et al., 2003) was obtained for each 
participant and used when determining a composite score for symptom severity (based on the 
sum of scores from three of four ADI-R algorithm domains: nonverbal communication (only the 
nonverbal domain was used since some participants were verbal and some were not verbal; 
therefore, some participants were not administered the verbal communication items), and 
reciprocal social interaction, restricted and repetitive behaviors (Hus & Lord, 2013).   
The Symptom Severity construct was derived from two non-standardized scores; 
therefore, z-scores were created for both scores to standardize the variables.  Observations were 
identified as outliers if z ≤ -3.29 or z ≥ 3.29, the statistic recommended by Tabachnick and Fidell 
(2007).  No outliers were identified. The ADOS-2 (Lord et al., 2012) comparison z-scores and 
ADI-R (Rutter et al., 2003) nonverbal algorithm z-scores were averaged to create the construct of 
Symptom Severity. 
Level of functioning.  The proposed Level of Functioning construct (discussed during 
proposal hearing, May 7, 2014) was to be based on both a participant’s Vineland-II Adaptive 
Behavior Composite (Sparrow et al., 2005) and FSIQ score, in order to take into account both the 
child's adaptive functioning and their cognitive level. However, Vineland-II data were missing 
for four participants; therefore, FSIQ was used as a proxy for level of functioning.30  FSIQ was 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
30	  An attempt was made to create the child level of functioning construct by taking an average of 
the Vineland-II Adaptive Behavior Composite and FSIQ (for the four participants without 
Vineland-II scores, their FSIQ score was used for the Level of Functioning composite). 
However, when the Level of Functioning mean of the four participants without a Vineland-II 
composite were compared with the Level of Functioning mean of the remaining participants, 
there was a significant effect (t(28) = 2.91, p < .01), with the four participants without Vineland-
II composites receiving higher scores than the participants with an average score.  	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used in place of Level of Functioning in all analyses and within the hypothesis testing of all 
models.  
While the Vineland-II composite score was not used within the Level of Functioning 
construct, Vineland-II data was used to describe the sample’s adaptive levels (Sparrow et al., 
2005).  The FSIQ variable had a broader range than the Vineland-II; however, the means of the 
two variables only varied by 6 points on a standardized scale.  Therefore, similar mean scores for 
both variables further reinforces that FSIQ is an adequate proxy for Level of Functioning.  As 
Vineland-II data was reported for the sample, the Vineland-II measure is described below. 
Vineland Adaptive Behavior Scales, Second Edition (Vineland-II; Sparrow et al., 2005; 
Sparrow, Balla, & Cicchetti, 1984). The Vineland-II Survey Form was used to assess adaptive 
functioning of children with ASD.  Examiners interviewed the child’s primary caregiver in order 
to obtain scores in five domains: Communication, Daily Living, Socialization, Motor Skills, and 
Maladaptive Behaviors. Additionally, an Adaptive Behavior Composite score is obtained. The 
Vineland-II is a reliable and valid measure widely used in research with ASD populations (see 
Fein et al., 2013; Hartley et al, 2008; Liss et al., 2001; Matson & Rivet, 2008 as examples). 
Further, the Vineland-II has been validated across ethnic, racial, and SES groups and minimal 
differences between groups were found.  
Aggression construct.  A dichotomized variable was created for the Aggression 
construct (presence of aggression versus absence of aggression).  If any aggression was observed 
and/or reported in one of these contexts, the participant received a score of 1.  If no aggression 
was observed or reported, the participant received a score of 0.  The Aggression construct was 
created by examining parent report (items 81 current and 82 current from the ADI-R [Rutter et 
al., 2003], item 4 from the ABC-C [Aman & Singh, 1994]) and observed aggression within the 
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parent-child interaction task (verbal and physical aggression were tallied as part of the PMCS-
ASD; Donnelly et al., 2014).  Each measure is described below. 
Within the ADI-R (Rutter et al., 2003), two “current” (behavior in the last 3 months) 
ratings (item 81, aggression toward caregivers or family members, and item 82, aggression 
toward noncaregivers or nonfamily members) were used in determining an overall aggression 
construct for each participant.  A score greater than 0 (on either item) was indicative that the 
child is currently engaging in some form of aggression.  Nineteen participants were only 
administered the ADI-R algorithm items; hence, items 81 and 82 were not included.  Therefore, 
eleven participants were administered these items.  Based on parent report, seven of these 
children currently engage in aggressive behaviors (63.34%). 
Additionally, the following item from the Aberrant Behavior Checklist - Community 
(ABC-C; Aman & Singh, 1994) was used in order to determine an Aggression construct for each 
participant: ABC-C item #4 – “aggressive to other children or adults (verbally or physically).”  
The ABC-C is a 58-item checklist, which was completed by parents for assessing problem 
behaviors in their children.  Parents rate each behavior on a 4-point scale (0-3) based on their 
child’s behavior in the last four weeks.31  It is a well-established, highly reliable and valid 
measure.  Twenty-four participants received a score on ABC-item #4.  Based on parent report, 16 
children displayed aggressive behaviors (66.67%). 
Within the parent-child task, children’s aggressive behaviors were observed (coded 
within the PMCS-ASD; Donnelly et al., 2014).  Specifically, coders were instructed to tally 
observed verbal and physical aggression.  A total verbal and physical aggression count was given 
for both tasks (unstructured and structured).  Twenty-nine participants participated in the 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
31 The recent behaviors captured in item 4 of the ABC-C were viewed as comparable to the 
“current” behaviors scored on the two aggression items in the ADI-R. 
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unstructured task and 30 participants participated in the structured task.  Four children displayed 
one or more forms of aggression across tasks (13.33%). 
Observed parenting factors.  Observations of parenting behaviors were made based on 
coding a parent-child interaction, which included an unstructured and structured task.  The rating 
scale used to code this interaction was based on the Psychological Multifactor Care Scale 
(PMCS, formerly known as the Psychological Maltreatment Rating Scale [PMRS]; Hart & 
Brassard, 1986; Brassard et al., 1993).  In this section, first, the PMCS original factors, 
reliability, and validity are presented.  Second, the Psychological Multifactor Care Scale – ASD 
Adapted Version (PMCS-ASD; Donnelly et al., 2014) is discussed.  The PMCS-ASD inter-rater 
agreement and factor analysis are presented in this section.  Assumptions of normality (i.e., skew 
and kurtosis) for PMCS-ASD scales are reviewed in the Preliminary Analysis section.  
Psychological Multifactor Care Scale (PMCS; Hart & Brassard, 1986; Brassard, Hart, 
& Hardy, 1993).  This dissertation was the first study to use the PMCS-ASD (Donnelly et al.,, 
2014). The measure’s reliability and validity information, based on the original PMCS, is 
summarized below.  In the PMCS (Hart & Brassard, 1986; Brassard et al., 1993), the following 
domains are coded based on the observed interaction: a) quality of emotional support (individual 
scales: mother’s supportive presence, mutual pleasure, body harmonics, mother’s mental status, 
mother’s emotional response to task and situation, touching, and denying emotional 
responsiveness), b) facilitation of social/cognitive development (individual scales: quality of 
instruction, respect for child’s autonomy, strategies for maintaining child’s task involvement), 
and c) negative parenting/psychological abuse (individual scales: spurning, terrorizing, isolating, 
and corrupting/exploiting). The three domains were established based on factor analysis 
following the development of the PMCS. The hypotheses within this dissertation were made 
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based on the original factor analysis for the PMCS. 
The rating scale was originally developed as an observational measure of emotional 
maltreatment of an at-risk population (Hart & Brassard, 1986; Hart & Brassard, 1990; Brassard 
et al., 1993).  Experts in the field developed the rating scale based on consensus on a definition 
of PM (Hart & Brassard, 1991).  Scales were then added to the measure to capture prosocial 
parenting behaviors (the absence of which is psychological neglect), as well as maltreating 
parenting behaviors. Therefore, the scale captures the full range of parenting behaviors. 
Individual scales are coded based on the presence of a behavior and the severity of a behavior. 
Since the scale was originally developed, there has been considerable theoretical and empirical 
research that has supported that these components are measuring PM, demonstrating construct 
validity (e.g., APSAC, Hart & Brassard, 1995; Binggeli et al., 2001; Brassard & Donovan, 2006; 
Hart & Glaser, 2011; Trickett et al., 2009). Additionally, the presence of these sorts of abusive 
behaviors has been demonstrated in at-risk families, and the PMCS reliably distinguishes 
between maltreating and nonmaltreating families (Brassard et al., 1993). Test-retest reliability 
has also been established with a sample of middle class families who engaged in a mother-child 
interaction two weeks apart. Based on the original study, the PMCS appears to be a reliable and 
valid measure of parenting competence of children in the age range of children studied by this 
dissertation.  Notably, the PMCS was adapted for use in this dissertation and many of the 
positive parenting scales were truncated for ease of coding.   
The adapted version is referred to as the PMCS-ASD (Donnelly et al., 2014).  In terms of 
the negative parenting/psychological abuse codes, the definitions were expanded and examples 
were added to better account for behaviors observed with an ASD sample, but the codes were not 
altered drastically.  However, many of the Quality of Emotional Support and Facilitation of 
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Social/Cognitive Development scales were truncated and altered to better capture behaviors in a 
sample with children with developmental delays.  (Please see the PMCS-ASD section below and 
Appendix F for a detailed outline of changes.) 
The PMCS (Hart & Brassard, 1986; Brassard, Hart & Hardy, 1993) was used to code a 
parent-child interaction during a structured teaching task, in which the parent taught the child a 
task.  Thus, it is expected that the factor structure from the PMCS-ASD (Donnelly et al., 2014) 
structured task will be similar to the original factor structure of the PMCS; however, this is not 
expected for the unstructured task.   
 Psychological Multifactor Care Scale – ASD Adapted Version (PMCS-ASD; Hart & 
Brassard, 1986; Brassard, Hart, & Hardy, 1993; Donnelly, Brassard, & Hart, 2014).  The 
PMCS-ASD (see Appendix A for a copy of the rating scale used in this dissertation and 
Appendix F for information regarding coding alterations that were made to the PMCS) is a 
coding system that was modified for this dissertation to code parent-child interactions (both 
unstructured and structured tasks)32 in parent-child dyads with a child with ASD.  The PMCS-
ASD was adapted with permission from the PMCS (formerly known as the PMRS; Hart & 
Brassard, 1986; Brassard et al., 1993).  An unstructured task was coded in addition to the 
structured task in order to match the structure of other parent-child interactions used with ASD 
populations (see Doussard-Roosevelt et al., 2003; Meirsschaut et al., 2011; Siller & Sigman, 
2002 for examples).  Subjects always participated in the unstructured task first, and the 
structured task second.  The majority of positive parenting scales from the PMCS were truncated 
for the PMCS-ASD based upon results from the feasibility study (see below and Appendix F for 
modifications) and recommendations from the proposal hearing committee for ease of coding 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
32 A clean up task administered and coded for 16 participants, but due to the small sample size, 
only the unstructured and structured tasks were used for this dissertation. 
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and establishing inter-rater agreement (May 2014).   
After the feasibility study, the following changes were made to the PMCS (Hart & 
Brassard, 1986; Brassard et al., 1993) in order to adapt the measure for an ASD population 
(modifications were made in collaboration with Drs. Brassard and Hart, 2014): 1) Based upon 
the recommendation of the proposal committee (May 2014), the following item scales were 
truncated: Item 1, Mother’s Supportive Presence (changed from 5-item scale to 3-item scale), 
Item 2, Mutual Pleasure (changed from 4-item scale to 3-item scale), Item 5, Mother’s Emotional 
Response to Task and Situation (changed from 5-item scale to 4-item scale), and Item 8, Quality 
of Instruction/Structure (changed from 5-item scale to 3-item scale); 2) Additionally, based on 
the recommendation of the dissertation committee, a clean up task was added; however, this task 
was not incorporated as part of this dissertation. The clean up task was added at the end of the 
parent-child task; 3) Clarifications were made throughout the measure to assist coders when 
coding the various types of tasks (i.e., when necessary, examples of behaviors were given for the 
different tasks and task-specific instructions were given); 4) Additional scores were added to 
item 6, Touching, and coders were instructed to indicate all types of touch observed throughout 
the session (the following codes were added: touching to make the child attend, touching to 
direct by using hand over hand, other touch); 5) An item was added to account for child 
aggression observed during the session, and coders were instructed to tally observed verbal and 
physical aggression; 6) Clarifications and additional examples were added to items in order to 
adequately adapt the measure for an ASD population.  7) Slight modifications were also made to 
some codes.  Specifically, a code of “2” on Mother’s Mental Status (item 4) was clarified to 
indicate that a parent who shows signs of being anxious, distressed, angry, or anxious should 
receive this score.  On item 5, Mother’s Emotional Response to Task and Situation, a score of 3 
 
96 
was changed to capture parents who were “business like or displayed a mix of positive and 
negative responses.”  The wording of item 8, Quality of Instruction/Structure was altered to 
better account for the unstructured and structured tasks, and a score of “2” (moderate) was 
altered to capture a parent who “provides a mix of good and bad instructions and structure.”  
Within item 10, Strategies for Maintaining the Child’s Task Involvement, headings were added 
to each of the codes to best account for the differences between codes and changes were made to 
codes 3-5 to better account for different types of direction, praise, and information that the parent 
might give to the child during the task (1 = Lack of effort/Threatening, 2 = 
Manipulation/Coercion, 3 = Directives Only, 4 = Information and non-specific praise, 5 = 
Specific praise).  8) The negative parenting/psychological abuse codes were altered to include 
examples of mild, moderate, and strong negative parenting/psychological abuse that might occur 
in the ASD population/within the given tasks.  The definitions of the negative 
parenting/psychological abuse codes were expanded according to APSAC guidelines to allow the 
reader to better understand each code. Additionally, the scoring for the negative 
parenting/psychological abuse codes was better clarified to help the coder understand what a 
“pattern” and “act” accounted for. 
Coding and inter-rater agreement of the parent-child task.  The parent-child task was 
videotaped and later coded by trained research assistants (five graduate students). They were 
blind to the hypotheses of the study and were not given any identifiable information (other than 
being able to see the faces of participants) regarding the participants.  Coders first practiced 
coding parent-child interactions using the PMCS-ASD (Donnelly, et al., 2014) on four training 
videos.  They were then trained over the course of a few weeks using videos for this dissertation 
study, until they reached an acceptable level of agreement on each item (75% agreement or 
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greater; this percentage was agreed upon in consultation with Dr. Brassard and Dr. Jahromi, 
August 2014).  Two research assistants were assigned to code the unstructured task (each coder 
watched and coded 15 videos), and three research assistants were assigned to code the structured 
task (each coder watched and coded 10 structured tasks).  Unstructured and structured videos 
were coded independently of one another. The first minute of unstructured videos was not coded 
in order to allow the parent and child to become comfortable with the environment and 
videotaping.  As a result, 6-minute segments of the unstructured task and 7-minute segments of 
the structured task were coded.  Coding was done in the order that participants completed the 
parent-child task; coding for inter-rater agreement was also completed in this order.  The author 
of this dissertation coded eleven videos in order to calculate inter-rater agreement (in total, 11 
unstructured tasks [37.9%] and 11 structured tasks [36.7%]; see Table 1 below).   
After calculating inter-rater agreement, it was determined that two items on the 
unstructured task would be dropped (item 8, quality of instruction and structure, and item 10, 
strategies for maintaining child’s task involvement), due to low inter-rater agreement and the 
determination that these aspects of parental instruction could not be accurately coded during an 
unstructured task (recommended by Drs. Brassard and Jahromi).  These items were not used in 
future analyses.  Additionally, due to low incidence of observed codes (specifically, low 
incidence of coercive or manipulative strategies) on structured item 10 (strategies for 
maintaining child’s task involvement), codes were collapsed from five to three codes after 
coding was complete; inter-rater agreement was calculated with the recoded item (the updated 
calculation is reported).  If an intraclass correlation (ICC) and Cohen’s kappa statistic could not 
be calculated due to a comparison with a constant (one rater giving the same code for all dyads) a 
percent agreement of 80% or better was deemed acceptable (following procedures established for 
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the ADOS-2).   In addition, percent agreement was calculated for item 6, parental touching 
(coders scored all types of touch observed), and for incidence rates of verbal and physical 
aggression.  All other inter-rater agreement statistics (ICC, Cohen’s kappa, linear kappa, and 
quadratic kappa) equal to or above .4 were considered acceptable (Fleiss, 1986; Fleiss, Levin, & 
Paik, 2003; Landis & Koch, 1977; consultation with Drs. Brassard and Jahromi, 2014).  
Weighted kappa statistics (linear kappa and quadratic kappa) were only calculated when Cohen’s 
kappa was low.   
When all agreement statistics were below acceptable levels for a scale, consensus coding 
was completed.  An additional coder watched and coded videos for the items in question.  
Disagreements were discussed (between research assistants if the video was one of the 19 videos 
that was not double-coded by the author, and between research assistants and the author if the 
video was one of the 11 videos double-coded by the author), and a consensus score was obtained.  
Consensus coding was completed for two items on the unstructured task (item 1, mother’s 
supportive presence, and item 11, spurning), and for two items on the structured task (item 9, 
respect for child’s autonomy, and item 14, corrupting/exploiting). When consensus coding was 
required, the consensus code was used in all future analyses.  In all other cases, the independent 
rater’s code was used for analyses.    
Table 1. 










Unstructured      
Mother’s Supportive Presencea 72.7 .32 .30 .30 .30 
Mutual Pleasure 72.7 .75 .57   
Body Harmonics 100 - -   
Mother’s Mental Status 81.8 - -   
Mother’s Emotional Response to      




Parental Touching 84.6 - -   
Denying Emotional Responsiveness 81.8 - -   
Respect for Child’s Autonomy 54.5 .71 .32 .50 .69 
Spurninga 72.7 -.15 -0.1 - - 
Terrorizing 100 - -   
Isolating 100 - -   
Corrupting/Exploiting 72.7 .55 .15 .33 .52 
Structured      
Mother’s Supportive Presence 81.8 .71 .63   
Mutual Pleasure 63.6 .47 .32 .37 .45 
Body Harmonics 90.9 - -   
Mother’s Mental Status 90.9 .81 .79   
Mother’s Emotional Response to 
Task & Situation 81.8 
.67 
.65   
Parental Touching 92.9 - -   
Denying Emotional Responsiveness 100 - -   
Quality of Instruction/Structure 72.7 .55 .42 .46 .52 
Respect for Child’s Autonomya 45.5 .27 .21 .21 .25 
Strategies for Maintaining Child’s 
Task Involvement 72.7 
.42 
.28 .33 .4 
Spurning 63.6 .73 .25 .48 .71 
Terrorizing 100 - -   
Isolating 100 - -   
Corrupting/Exploitinga 54.5 .22 .30 .28 .20 
Notes. Inter-rater agreement was calculated for 11 unstructured (37.9%) and 11 structured tasks 
(36.7%).  Linear and quadratic weighted kappas were only calculated when the ICC and Cohen’s 
kappa were below .40. Dashes were used when the statistic was not calculated because the item 
was not an ordinal variable or because the one or both of the comparison variables was a 
constant. aConsensus coded items. bICC = ICC single measures statistic.  
 
Factor analysis. Exploratory factor analyses were used to examine the factor structure of 
both unstructured and structured tasks for PMCS-ASD (Donnelly et al., 2014).  Item 6, parental 
touch, was excluded as coders noted any and all types of touch observed; furthermore, no 
punitive forms of touch were observed, so this scale did not capture the behaviors that were part 
of the original scales.  The following scales were removed due to lack of variance: Body 
Harmonics, Terrorizing, and Isolating.   
First, all positive parenting and negative parenting/psychological abuse scales were 
examined within two factor analyses (one unstructured and one structured factor analysis).  Due 
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to significant cross loading, it was decided, in consultation with Dr. Brassard, to examine 
separate positive parenting and negative parenting/psychological abuse factors (January 2015).  
Factor analysis was used to create factors for unstructured positive parenting, structured positive 
parenting, unstructured negative parenting, and structured negative parenting33.   
The factor analysis technique used for positive parenting factors was Principal Axis 
Factoring with an Oblique Promax Rotation. This technique was used because it could not be 
assumed that the data was distributed normally and a lack of correlation between the factors was 
not assumed.  The Promax Rotation created the cleanest factors.  Eigenvalues and scree plots 
were both used to determine the number of factors to retain (see Figure G1 and G2 in Appendix 
G).  One factor was retained from unstructured positive parenting variables (“unstructured 
positive parenting”; Table 2 below), and two factors were retained from the structured positive 
parenting variables (“emotional support” and “patience”; Table 3 below).   
Table 2. 
Factor Loadings for Exploratory Factor Analysis with Principal Axis 
Factoring for Unstructured Positive Parenting Factor from the Psychological 




Unstructured Positive Parenting 
Mother’s Supportive Presence .649 
Mutual Pleasure .678 
Mother’s Mental Status .717 
Mother’s Emotional Response 
to Task and Situation 
.770 






	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
33 For this dissertation, the resulting PMCS-ASD negative parenting/psychological abuse factors 




Factor Loadings for Exploratory Factor Analysis with Principal Axis 
Factoring and Promax Rotation for Structured Positive Parenting Factors 




Emotional Support Patience 
Mother’s Supportive Presence .657 .226 
Mutual Pleasure .888 -.058 
Mother’s Mental Status -.185 .787 
Mother’s Emotional Response 





Respect for Child’s 
Autonomy 
-.040 .678 
Strategies for Maintaining 
Child’s Task Involvement 
.691 -.246 
Notes. Factor loadings > .32 are in boldface. 
 
Due to the differing factor loadings from the original PMCS (Brassard et al., 1993), Hypothesis 4 
was altered based on these findings.  As discussed, hypotheses for this dissertation were based 
upon factors derived from the PMCS, which included a parental instruction factor (including the 
following scales: Quality of Instruction/Structure, Respect for Child’s Autonomy, Strategies for 
Maintaining Child’s Task Involvement).  The exploratory factor analysis of the PMCS-ASD 
(Donnelly et al., 2014) revealed two positive parenting factors for the structured task and one 
positive parenting factor for the unstructured task.  Within the unstructured task, all positive 
parenting factors created one positive parenting factor, and did not distinguish between 
emotional support and instruction.  Within the structured task, two positive parenting factors 
were created: Emotional Support and Patience.  As a result, the Structured Patience factor is 
most similar to the hypothesized parental instruction factor.  The rationale for Hypothesis 4 holds 
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for this new factor.  Therefore, for the structured task, Structured Patience replaced Parental 
Instruction.  This hypothesis was not tested for the unstructured task. 
While the three negative parenting/psychological abuse scales (unstructured and 
structured spurning, unstructured and structured denying emotional responsiveness, and 
unstructured and structured corrupting/exploiting) factored neatly into three oblique factors, 
these scales correlated at a high enough level to suggest that one unstructured negative 
parenting/psychological abuse and one structured negative parenting/psychological abuse factor 
was justifiable.  This was confirmed by a principal components analysis (scree plots displayed in 
Figures G3 and G4 in Appendix G).  Furthermore, in order to remain consistent with the 
unstructured and structured factors created for positive parenting and in order to test hypotheses 
separately for the unstructured and structured task, two factors were created.  The resulting 
factors from the negative parenting/psychological abuse scales were termed "Unstructured 
Negative Parenting" and "Structured Negative Parenting" (displayed in Table 4 and 5 below).  
Table 4. 
Factor Loadings for Exploratory Factor Analyses with Principal Components 
Analysis for Unstructured Negative Parenting Factor from the Psychological 
Multifactor Care Scale – Autism Spectrum Disorder Adapted Version 
 
 Unstructured Factor 





Factor Loadings for Exploratory Factor Analyses with Principal Components 
Analysis for Structured Negative Parenting Factor from the Psychological 
Multifactor Care Scale – Autism Spectrum Disorder Adapted  
Version 
 Structured Factor 





The regression method was used to create factor scores.  All factors have a mean of 0 and 
standard deviation between .87 and 1.00 (positive scores are reflective of the presence of a 
factor, negative scores are reflective of the absence of a factor).  According to Tabachnick and 
Fidell (as cited in Costello & Osborne, 2005), .32 was used as the cutoff for adequate loadings.  
The same cutoff (.32) was used for cross-loadings; specifically, a factor was considered to cross-
load if it loaded onto two factors with absolute values of .32 or higher (Costello & Osborne, 
2005).   
 Table 6 below outlines the factors from the PMCS (Brassard et al., 1993) and how they 
compare to the factors for the PMCS-ASD (Donnelly et al., 2014): 
Table 6. 
Comparison of Psychological Multifactor Care Scale Factors 




Quality of Emotional 
Support 
Emotional Support Positive Parenting 
 Mother’s Supportive 
Presence 
 Mother’s Supportive 
Presence 
 Mother’s Supportive 
Presence 
 Mutual Pleasure  Mutual 
Pleasure 
 Mutual Pleasure 
 Body Harmonics  Mother’s Emotional 
Response to Task 
and Situation 
 Mother’s Emotional 
Response to Task 
and Situation 
 Mother’s Mental 
Status 
 Strategies for 
Maintaining Child’s 
Task Involvement 
 Mother’s Mental Status 
 Mother’s Emotional 
Response to Task 
and Situation 
  Respect for Child’s 
Autonomy  
 Parental Touching   
















 Quality of 
Instruction/Structure 
 Quality of 
Instruction/Structure 
 
 Respect for Child’s 
Autonomy 
 Respect for Child’s 
Autonomy 
 










Negative Parenting Negative Parenting 
 Spurning  Spurning   Spurning 
 Corrupting/Exploiting   Corrupting/Exploiting  Corrupting/Exploiting 
 Isolating  Denying Emotional 
Responsiveness 
 Denying Emotional 
Responsiveness 
 Terrorizing   
 
Child behavior scales. Four scales within the PMCS-ASD rating scale assessed child 
interactions/behaviors within the context of the parent-child interaction (see the PMCS-ASD in 
Appendix A). The following two scales, which assessed the interaction within the session 
between the dyad, were: Child Negativity (child negativity directed to the parent) and Child 
Experience of the Session (both scales adapted from Egeland & Sroufe, undated). As described 
by Egeland and Sroufe, the rating of child negativity reflects “the degree to which the child 
shows anger, dislike, or hostility toward [their parent].” The rating of the child’s experience of 
the session “reflects the degree to which the child’s experience in the session probably resulted 
in feelings of success and competence on the tasks and confidence in having a good relationship 
with his/her [parent]”. These scales were used in the Minnesota Maternal Child Health Study and 
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raters achieved greater than 80% inter-rater agreement when rating the items for the Minnesota 
Maternal Child Health Study (Sroufe, Egeland, Carlson, & Collins, 2005). For the purposes of 
this study, the item scores were each truncated from 7-point scales to 3-point scales for ease of 
coding and reaching inter-rater agreement (based on the recommendation of the dissertation 
proposal committee).  In addition, coders tallied observed child aggression within the parent-
child interaction task (verbal and physical).  These scales were coded in all tasks (unstructured 
and structured).  The same inter-rater agreement process that was used for observations and 
ratings of parental behaviors (PMCS-ASD; Donnelly et al., 2014) was used for these scales.  The 
inter-rater agreement is reported in Table 7 below. 
Table 7. 









Unstructured      
Child Negativity 90.9 .47 .80   
Child Experience of the Session 81.8 .76 .67   
Verbal Aggression Tally 90.9 - -   
Physical Aggression Tally 100 - 1.0   
Structured      
Child Negativity 81.8 .66 .63   
Child Experience of the Session 63.6 .49 .31 .37 .46 
Verbal Aggression Tally 100 1.0 1   
Physical Aggression Tally 90.9 .98 .76   
Notes. Inter-rater agreement was calculated for 11 unstructured (37.9%) and 11 structured tasks 
(36.7%). Linear and quadratic weighted kappas were only calculated when the ICC and Cohen’s 
kappa were below .40. Dashes were used when the statistic was not calculated because the item 
was not an ordinal variable or because the one or both of the comparison variables was a 











 Testing the assumptions. The dataset was evaluated to determine whether each variable 
was normally distributed.  A skewness or kurtosis statistic between -1 and 1 typically indicates a 
reasonably normal distribution (Klein, 1998). According to Klein’s (1998) recommendation, cut-
offs of skew (skewness/standard error) greater than 3.0 and kurtosis (kurtosis/standard error) 
greater than 10 were used in this dissertation, as values of skewness greater than 3 and kurtosis 
greater than 10 are considered extreme.  The skew and kurtosis of all child phenotypic data was 
within the acceptable range (see Table H1 in Appendix H for descriptive statistics, skew, and 
kurtosis).  Additionally, the skew and kurtosis of parent and child age, as well as the family’s 
estimated income, was within acceptable range (see Table H2 for descriptive statistics, skew, and 
kurtosis).  For ease of interpretation, a z-score was created for the family’s estimated income 
variable, and the z-score was used for all additional analyses.  Data points were identified as 
outliers if z ≤ -3.29 or z ≥ 3.29, the statistic recommended by Tabachnick and Fidell (2007).  
There were no outliers identified. 
 Next, the PMCS-ASD (Donnelly et al., 2014) unstructured and structured task positive 
parenting and child behavior variables were assessed for skewness and kurtosis (negative 
parenting/psychological abuse variables were assessed separately; see Table H3 in Appendix H 
for descriptive statistics, skew, and kurtosis).  Within the unstructured codes, two variables skew 
fell outside of the cut-off range.  Specifically, the distribution for Unstructured Mother’s 
Supportive Presence was significantly skewed (skewness/standard error = -3.27), with more 
parents receiving higher scores (indicating they were highly supportive during the task).  The 
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variable was reflected, transformed using a square root transformation, and re-reflected, resulting 
in a new variable with acceptable levels of skew and kurtosis (skewness/standard error = -2.89).  
Inverse and log transformations were also attempted but the square root transformation produced 
the cleanest results (Tabachnick & Fidell, 2007).  Additionally, the distribution for Unstructured 
Mother’s Mental Status was significantly skewed (skewness/standard error = -5.11), with more 
parents receiving higher scores (indicating no signs of mental illness).  Square root, inverse, and 
log transformations were attempted; however, the transformations did not improve the skew and 
kurtosis.  Therefore, the raw data was used in all future analyses.  The skew and kurtosis of all 
additional positive parenting variables on the unstructured task (Unstructured Mutual Pleasure, 
Unstructured Mother’s Emotional Response to Task and Situation, and Unstructured Respect for 
Child’s Autonomy) and the child variables on the unstructured task (Unstructured Child 
Negativity and Unstructured Child Experience of the Session) were within acceptable ranges of 
skew and kurtosis.  All of the structured positive parenting variables (Structured Mother’s 
Supportive Presence, Structured Mutual Pleasure, Structured Mother’s Mental Status, Structured 
Mother’s Emotional Response to Task and Situation, Structured Quality of Instruction/Structure, 
Structured Respect for Child’s Autonomy, and Structured Strategies for Maintaining Child’s 
Task Involvement) and structured child behavior variables (Structured Child Negativity and 
Structured Child Experience of the Session) were within acceptable ranges of skew and kurtosis. 
 The assumptions of normality were tested for all of the negative parenting/psychological 
abuse codes from both the unstructured and structured task (see Table H4 in Appendix H for 
descriptive statistics, skew, and kurtosis).  As expected (due to the low incidence of many 
negative parenting behaviors), many variables had values above the cut-off for skew and 
kurtosis. Specifically, the distribution of Unstructured Denying Emotional Responsiveness was 
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significantly skewed (skewness/standard error = 6.33), with more scores on the lower end of the 
distribution indicating lower levels of denying emotional responsiveness.  The distribution of 
Unstructured Spurning was significantly skewed (skewness/standard error = 4.64), with more 
scores on the lower end of the distribution indicating lower levels of spurning.  The distribution 
of Unstructured Terrorizing was significantly skewed (skewness/standard error = 12.41), with 
more scores on the lower end of the distribution indicating lower levels of terrorizing. 
Additionally, a leptokurtic distribution was observed for Unstructured Terrorizing 
(kurtosis/standard error = 34.32).  There was only one observed case of terrorizing (across tasks).  
The distribution of Unstructured Isolating was significantly skewed (skewness/standard error = 
12.41), with more scores on the lower end of the distribution indicating lower levels of isolating.  
In addition, a leptokurtic distribution was observed for Unstructured Isolating (kurtosis/standard 
error = 34.32).  There was only one observed case of isolating (across tasks).  The distribution of 
Unstructured Corrupting/Exploiting was significantly skewed (skewness/standard error = 6.09), 
with more scores on the lower end of the distribution indicating lower levels of 
corrupting/exploiting. The distribution of Structured Denying Emotional Responsiveness was 
significantly skewed (skewness/standard error = 9.91), with more scores on the lower end of the 
distribution indicating lower levels of denying emotional responsiveness.  A leptokurtic 
distribution was also observed (kurtosis/standard error = 23.10).  The distribution of Structured 
Spurning was significantly skewed (skewness/standard error = 7.99), with more scores on the 
lower end of the distribution indicating lower levels of spurning, and a leptokurtic distribution 
was observed (kurtosis/standard error = 15.90).  The skew and kurtosis of Structured 
Corrupting/Exploiting was within the acceptable range.  Structured Terrorizing and Structured 
Isolating did not have any variance, as no observations of terrorizing or isolating were observed 
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during the structured task.  Due to the low incidence of terrorizing and isolating across tasks (one 
incidence of terrorizing and one incidence of isolating), these variables were omitted from the 
factor analysis and when testing the hypothesized models.  Regarding the negative 
parenting/psychological abuse variables with significant skewness and kurtosis, square root, log, 
and reciprocal transformations were attempted, but the transformations did not significantly 
improve the skew to within acceptable levels for any of the variables.  As a result, the raw data 
was used in all future analyses.     
 Descriptive statistics of primary study variables. This section provides descriptive 
statistics of primary study variables.  First, child variables are described.  Next parenting 
behaviors are reviewed.   
 Symptom severity.  ADI-R domain scores (Rutter et al., 2003) and ADOS-2 (Lord et al., 
2012) calibrated severity scores (i.e., comparison scores) were used to calculate the Symptom 
Severity score for this dissertation.  In comparison to the ADI-R mean domain scores of an 
autism sample (n=25) described in Lord, Rutter, and Couteur (1994), this dissertation’s sample 
seems to have slightly more social and communication impairments, and restricted and repetitive 
behaviors.  The domain scores are compared in Table 8. Higher scores indicate more 
abnormalities/impairments.  
Table 8. 
Comparisons of Mean Autism Diagnostic Interview – Revised Domain Scores Between Samples 





19.00 (3.76) 19.57 (6.02) 
Communication (verbal) 16.33 (2.96)3 15.77 (4.15)4 
Communication (nonverbal) 11.62 (1.96)5 13.00 (1.15)6 
Restricted and Repetitive 
Behaviors  
4.92 (1.80) 6.20 (2.38) 
Notes. Domain mean scores and standard deviations (in parentheses) are included in the table.  
1Lord, Rutter, and Couteur sample (1994, p. 676 & p. 680; reprinted by Rutter et al., 2003, pp. 
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44-45): n = 25 children diagnosed with autism, ages ranged from 36 to 59 months old (3 to 4.92 
years old); 2Current sample: n = 30 children diagnosed with ASD, ages ranged from 5 to 12 years 
old; 3n=9; 4n=26; 5n=16; 6n=4. 
 
 On the ADOS-2 (Lord et al., 2012) lower calibrated severity scores indicate lower levels 
of abnormality; higher scores indicate greater symptom severity.  Lord et al., gives qualitative 
rankings of “low” (scores of 1-4), “moderate” (scores of 5-7) and “high” (scores of 7-10) based 
on the given calibrated severity score.34  Five participants received scores in the low range, 12 
participants received scores in the moderate range, and 13 participants received scores in the 
high range.  
When an average was taken of the ADOS-2 (Lord et al., 2012) comparison z-score and 
ADI-R (Rutter et al., 2003) nonverbal algorithm z-score, a Symptom Severity score was created 
in which higher scores indicate greater symptom severity. 
 Full Scale Intelligence Quotient (FSIQ).  As detailed when discussing the dissertation 
sample, the samples mean FSIQ was 79.03 (SD = 23.71; median = 80).  FSIQ scores ranged 
from 28 to 119.  The dissertation sample represents a typical range of cognitive functioning for 
an ASD sample.  Typical cognitive functioning is represented by low average to above average 
scores.  Atypical cognitive functioning is also represented within this sample, as half of the 
scores are below a standard score of 80.  This is representative of an ASD sample, and many 
children diagnosed with ASD also exhibit cognitive impairments (American Psychiatric 
Association [DSM-5], 2013; Edelson, 2006; Volkmar & Klin, 2005). 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
34	  While there is no given “ASD cut-off” for ADOS-2 calibrated severity scores (Lord et al., 
2012), Gotham et al. (2009) indicates that scores between 1-3 fall in the range of “non-
spectrum,” 4-5 fall in the range of “ASD,” and 6-10 fall in the range of “autism” (based on 
ADOS (Lord et al., 2000) raw scores.  	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 Aggression.  Aggression was represented by a dichotomous variable (0 = no aggression 
observed or reported; 1 = aggression observed or reported).  Twenty-one participants had 
engaged in some type of aggression (by report or observed in the parent-child task), making up 
70% of the sample.  Nine participants did not display any aggression based on parent-report and 
observation (30%). 
 Child negativity35.  Overall, low levels of child negativity directed towards the parent 
were observed.  Levels of negativity were coded based on a 3-point scale (1 = low levels of 
negativity; 3 = high levels of negativity).  In the unstructured task,36 19 participants received a 
score of 1 (63.3%), eight participants received a score of 2 (26.7%), and two participants 
received a score of 3 (6.7%).  In the structured task, 18 participants received a score of 1 (60%), 
11 participants received a score of 2 (36.7%), and one participant received a score of 3 (3.3%). 
 Child experience of the session.  Overall, high scores of the child’s experience of the 
session were observed.  Levels of the child’s experience of the session were coded based on a 3-
point scale (1 = low/more negative experience of the session; 3 = high/positive experience of the 
session).  In the unstructured task13, two participants received a score of 1 (6.7%), 11 participants 
received a score of 2 (36.7%), and 16 participants received a score of 3 (53.3%).  In the 
structured task, three participants received a score of 1 (10%), 16 participants received a score of 
2 (53.3%), and 11 participants received a score of 3 (36.7%).   
 Parenting behaviors.  Positive and negative parenting behaviors are described below.  
Overall, parents exhibited high levels of positive parenting and low levels of negative parenting.  
On all positive parenting scales, higher scores represent higher levels of positive parenting; lower 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
35 Specifically, child negativity is defined as negativity directed towards the parent in the parent-
child interaction. 
36 One participant’s behaviors were only coded for the structured task due to a damaged video. 
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scores represent lower levels of positive parenting.  On all negative parenting scales, higher 
scores represent greater levels of negative parenting.  On negative parenting scales, a score of 0 
represents an absence of observed negative parenting.  Twenty out of 30 participants displayed 
some degree of negative parenting.  More negative parenting was observed in the structured task.  
All participants who exhibited negative parenting in the unstructured task, also displayed 
negative parenting in the structured task.  While Terrorizing and Isolating were not included in 
the factor scores, the two subjects who displayed these forms of negative parenting also 
displayed other forms of negative parenting. The most frequent type of negative parenting was 
Corrupting/Exploiting.  Frequency plots of the sum of negative parenting in the Unstructured 
Task, Structured Task, and Unstructured and Structured tasks combined, are presented in 
Appendix I. 
 Unstructured Positive Parenting.37 Mother’s Supportive Presence is scored on a 3-point 
scale; three participants received a score of 1 (10%), six participants received a score of 2 (20%), 
and 20 participants received a score of 3 (66.7%).  Mutual Pleasure is scored on a 3-point scale; 
11 participants received a score of 1 (36.7%), 11 participants received a score of 2 (36.7%), and 
seven participants received a score of 3 (23.3%).  It should be noted that this scale takes into 
account the emotional connection between parent and child and amount of fun exhibited by both 
members of the dyad.  Mother’s Mental Status is scored on a 3-point scale; no participants 
received a score of 1 (0%; described as an individual who displays clear signs of mental distress 
or mental health problems), four participants received a score of 2 (13.3%; described as an 
individual whose mood/behavior is anxious, distress, angry, or impatient, but not showing any 
signs of mental illness), and 25 participants received a score of 3 (83.3%).  Mother’s Emotional 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
37	  One participant’s behaviors were only coded for the structured task due to a damaged video.	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Response to Task and Situation was scored on a 4-point scale; no participants received a score of 
1 (0%), one participant received a score of 2 (3.3%), 14 participants received a score of 3 
(46.7%), and 14 participants received a score of 4 (46.7%).  Respect for Child’s Autonomy was 
scored on a 5-point scale; no participants received a score of 1 (0%), five participants received a 
score of 2 (16.7%), two participants received a score of 3 (6.7%), six participants received a 
score of 4 (20%), and 16 participants received a score of 5 (53.3%).     
 Structured Emotional Support. Mother’s Supportive Presence is scored on a 3-point 
scale; four participants received a score of 1 (13.3%), 13 participants received a score of 2 
(43.3%), and 13 participants received a score of 3 (43.3%).  Mutual Pleasure is scored on a 3-
point scale; three participants received a score of 1 (10%), 18 participants received a score of 2 
(60%), and nine participants received a score of 3 (30%).  Mother’s Emotional Response to Task 
and Situation was scored on a 4-point scale; one participant received a score of 1 (3.3%), two 
participants received a score of 2 (6.7%), 18 participants received a score of 3 (60%), and nine 
participants received a score of 4 (30%).  Strategies for Maintaining Child’s Task Involvement 
was scored on a 3-point scale; four participants received a score of 1 (13.3%), 25 participants 
received a score of 2 (83.3%), and one participant received a score of 3 (3.3%).  Notably, in 
order to receive the highest score, the parent needed to use specific praise when praising the 
child. 
 Structured Patience. Mother’s Mental Status is scored on a 3-point scale; no participants 
received a score of 1 (0%), nine participants received a score of 2 (30%), and 21 participants 
received a score of 3 (70%).  Quality of Instruction/Structure was scored on a 3-point scale; three 
participants received a score of 1 (10%), 18 participants received a score of 2 (60%), and nine 
participants received a score of 3 (30%).  Respect for Child’s Autonomy was scored on a 5-point 
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scale; no participants received a score of 1 (0%), two participants received a score of 2 (6.7%), 
seven participants received a score of 3 (23.3%), 14 participants received a score of 4 (46.7%), 
and seven participants received a score of 5 (23.3%).   
 Unstructured negative parenting.38  All negative parenting scales were rated on 4-point 
scales (ranging from 0 to 3).  Negative parenting was rated based on frequency and severity.  
Most participants did not display any Denying Emotional Responsiveness (26 participants, 
86.7%); three participants received a score of 1 (10%).  More severe Denying Emotional 
Responsiveness (scores of 2 and 3) was not observed.  Similarly, 24 participants did not display 
any Spurning (80%).  Out of the participants that were observed engaging in spurning, one 
participant received a score of 1 (3.3%) and four participants received a score of 2 (13.3%).  No 
participants received a score of 3 on Spurning.  Twenty-three participants did not engage in any 
form of Corrupting/Exploiting, four participants received a score of 1 (13.3%), one participant 
received a score of 2 (3.3%), and one participant received a score of 3 (3.3%).  
 Structured negative parenting. To reiterate, all negative parenting scales were rated on 4-
point scales (ranging from 0 to 3); negative parenting was rated based on frequency and severity.  
Most participants did not display any Denying Emotional Responsiveness (27 participants, 90%) 
or Spurning (25 participants; 83.3%).  On the Denying Emotional Responsiveness scale, two 
participants received a score of 1 (6.7%) and one participant received a score of 3 (3.3%).  Out of 
the participants that were observed to engage in spurning, four participants received a score of 1 
(13.3%) and one participant received a score of 3 (3.3%).  The most prevalent form of negative 
parenting was Corrupting/Exploiting, and it was observed more frequently in the structured task.  
Seventeen participants engaged in some form of Corrupting/Exploiting (56.67%); however, no 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
38	  One participant’s behaviors were only coded for the structured task due to a damaged video.	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participants received a score of 3 (most severe).  On the Corrupting/Exploiting scale, 13 
participants received a score of 0 (43.3%), 13 participants received a score of 1 (43.3%), and four 
participants received a score of 2 (13.3%). 
Correlations of primary variables. Pearson’s correlation was used when both variables 
were interval level, when one variable was interval level and one was a continuous factor score, 
or when both variables were continuous factor scores (Garson, 2013; Sattler, 2008). Spearman’s 
rank-order correlation was used when one variable was ordinal and one was interval, and 
Spearman’s rank order was used when both variables were ordinal.  Point-biserial correlation 
was used when one variable was dichotomous and the other was interval or was a continuous 
factor score.  Rank-biserial correlation was used when one variable was dichotomous and the 
other was ordinal.  Phi correlation was used when both variables were dichotomous. Chi-square 
statistics were calculated when both variables were nominal level or when one variable was 
nominal and the other was dichotomous (McHugh, 2013).39  Missing cases were excluded by 
pairwise deletion for all correlations.   
All demographic variables that had significant correlations with dependent variables 
(DV) were included in hypothesized models in order to control for the given variable.  
Descriptions indicating which variables were included in which models are included at the end of 
this section.  In addition, many correlations or predictors approached significance (a correlation 
was considered a “nearing significance” (i.e., trending towards significance) at the p < .10 level).  
Due to the small sample size of the study, these relationships were deemed important and were 
noted in each table.  
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
39 Chi square statistics could not be calculated for some correlations because assumptions of 
normality were violated; therefore Fisher’s Exact test and likelihood ratios were reported. 
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First, study demographic variables were compared.  Individual dummy coded variables 
(for each category) of parent ethnicity, relationship to child were used to examine the correlation 
of ethnicity with other demographic variables. Child age and parent age were associated (r = 
.370, p < .05); older parents were associated with older children.  Parent age was significantly 
correlated with a dummy code representing Hispanic parents versus parents of other ethnicities (r 
= .366, p < .05); non-Hispanic parents were associated with older parents.  As expected, 
grandmothers represented older parents (r = -.414, p < .05).   The only parent ethnicity that was 
significantly associated with family income (estimated from the participant’s zip code, US 
Census Bureau 2009-2013 American Community Survey 5-Year Estimates) was Caucasian 
parents (rpb = -.510, p < .01); Caucasian parents were associated with higher levels of income.  
Notably, there were only three parents who identified as Caucasian.  In order to test for 
differences between families with Caucasian parents (n=3) and families with parents of other 
ethnicities (n=27), t-tests were conducted.  There was a significant difference in groups for 
income (t(28) = 3.141, p = .004), indicating that Caucasian families live in areas with higher 
estimated incomes.  In addition, there was a difference between groups for Structured Child 
Experience of the Session (t(26) = -2.302, p = .030).  The group mean of Caucasian parents was 
slightly lower (M=2) in comparison to the group mean of all other ethnicities (M=2.3); therefore, 
the children of Caucasian parents had slightly lower experiences of the session during the 
structured task. 
Correlations between all PMCS-ASD (Donnelly et al., 2014) negative 
parenting/psychological abuse items from both structured and unstructured tasks are included in 
Table J1 in Appendix J. The following are statistically significant correlations between the 
PMCS-ASD negative parenting/psychological abuse codes.  In the unstructured task, Spurning 
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was associated with Corrupting/Exploiting, but not Denying Emotional responsiveness.  
Specifically, Unstructured Spurning was positively correlated with Unstructured 
Corrupting/Exploiting (rs = .414, p < .05).   In addition, moderate associations between 
unstructured and structured tasks were found.  Spurning in the unstructured and structured tasks 
was moderately correlated (rs = .556, p < .01), and Corrupting/Exploiting in the unstructured and 
structured tasks was moderately correlated (rs = .545, p < .01).  Structured Spurning and 
Unstructured Denying Emotional Responsiveness were positively correlated (rs = .423, p < .05).  
Unstructured Spurning was positively correlated with Structured Corrupting/Exploiting (rs = 
.464, p < .05). Remaining correlations between PMCS-ASD negative parenting/psychological 
abuse variables were not statistically significant. 
Next, correlations between PMCS-ASD (Donnelly et al., 2014) negative 
parenting/psychological abuse codes and other primary study variables were examined (Table J2 
in Appendix J).  Specifically, negative parenting/psychological abuse was compared with child 
variables (aggression, negativity, and experience of the session).  Statistically significant 
correlations are noted below.  Child Aggression was not significantly correlated with 
Corrupting/Exploiting, Denying Emotional Responsiveness, or Spurning in either task.  In the 
unstructured task, Child Negativity was positively correlated with Spurning (rs = .372, p < .05) 
and Corrupting/Exploiting (rs = .384, p < .05).  In the structured task, Child Negativity was only 
associated with Corrupting/Exploiting (rs = .374, p < .05).  In the unstructured task, Child 
Experience of the Session was highly negatively correlated with Corrupting/Exploiting (rs = -
.569, p < .01) and Spurning (rs = -.501, p < .01).  In the structured task, Child Experience of the 
Session was not significantly correlated with any negative parenting/psychological abuse 
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variables.  Remaining correlations between PMCS-ASD negative parenting/psychological abuse 
variables and primary child variables were not statistically significant. 
An examination of positive parenting and negative parenting factors (determined by 
factor analysis described above) revealed many associations between factors (Table J3 in 
Appendix J).  All positive parenting factors were significantly correlated.  Unstructured Positive 
Parenting was positively associated with Structured Emotional Support (r = .436, p < .05) and 
Structured Patience (r = .550, p < .01).  Additionally, both structured positive parenting factors 
(Structured Emotional Support and Structured Patience) were moderately associated with one 
another (r = .677, p < .001).  In addition, both negative parenting factors (Unstructured Negative 
Parenting and Structured Negative Parenting) were moderately correlated (r = .663, p < .001).  
When positive parenting factors were compared with negative parenting factors, all correlations 
were significant: Structured Emotional Support was negatively associated with Structured 
Negative Parenting (r = -.469, p < .01); Structured Patience was negatively associated with 
Structured Negative Parenting (r = -.673, p < .001); and Unstructured Positive Parenting was 
highly associated with Unstructured Negative Parenting (r = -.850, p < .001).  The strong 
association between Unstructured Positive Parenting and Unstructured Negative Parenting 
indicates that these factors represent the same construct on a continuum of positive to negative 
parenting in the unstructured task.  Across tasks, Unstructured Negative Parenting was 
moderately associated with Structured Emotional Support (r = -.538, p < .01) and Structured 
Patience (r = -.528, p < .01).  Furthermore, Structured Negative Parenting was moderately 
associated with Unstructured Positive Parenting (r = -.598, p < .01). 
Next, correlations between negative parenting factors (Unstructured and Structured 
Negative Parenting), positive parenting factors (Unstructured Positive Parenting, Structured 
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Emotional Support, and Structured Patience), and other primary study variables (Aggression, 
FSIQ, Symptom Severity, Unstructured and Structured Child Negativity, and Unstructured and 
Structured Child Experience of the Session) were explored (correlations presented in Table J4 in 
Appendix J).  FSIQ was negatively correlated with Structured Patience (r = -.374, p < .05), 
meaning that parents had higher levels of patience in the structured task when children had lower 
FSIQs.  FSIQ was positively associated with Structured Child Negativity (rs = .430, p < .05); 
higher child IQ was associated with more observed negativity in the structured task.  
Additionally, FSIQ and Symptom Severity were negatively associated (r = -.562, p < .05); higher 
IQ is associated with lower symptom severity. Symptom Severity was also associated with 
Structured Negative Parenting (r = -.383, p < .05); higher levels of symptom severity were 
associated with lower levels of negative parenting in the structured task.  
Child negativity was compared with other primary study variables.  In the unstructured 
task, Child Negativity was positively associated with negative parenting (Unstructured Child 
Negativity correlated with Unstructured Negative Parenting, rs = .369, p < .05) and was 
negatively associated with positive parenting (Unstructured Child Negativity correlated with 
Unstructured Positive Parenting, rs = -.381, p < .05); more child negativity was associated with 
more negative parenting, and more positive parenting was associated with less child negativity.  
In the structured task, child negativity was associated with all aspects of parenting.  Child 
negativity was moderately associated with both positive parenting factors (Structured Child 
Negativity correlated with Structured Emotional Support, rs = -.540, p < .01; Structured Child 
Negativity correlated with Structured Patience, rs = -.669, p < .01), indicating that less child 
negativity in the structured task is associated with more parental emotional support and patience.  
Structured Child Negativity was also associated with Structured Negative Parenting (rs = .433, p 
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< .05), meaning that more observed negative parenting was associated with more observed child 
negativity directed towards the parent in the structured task.  There was a moderate association 
between Unstructured Child Negativity and Unstructured Child Experience of the session (rs = -
.574, p < .01), and between Structured Child Negativity and Structured Experience of the Session 
(rs = -.578, p < .01).  Unstructured Child Negativity was also associated with Structured Child 
Experience of the Session (rs = -.426, p < .05).  Children who were observed to have a better 
experience during the session displayed less negativity directed towards their parents. 
Lastly, the association between child’s experience of the session and primary study 
variables was examined.  Unstructured Child Experience of the Session had moderate 
associations with Unstructured Negative Parenting (rs = -.609, p < .01), Unstructured Positive 
Parenting (rs = .670, p < .01), and Structured Patience (rs = .465, p < .05).  In the unstructured 
task, higher ratings of child experiences were correlated with less observed negative parenting 
and more positive parenting.  Child experiences of the session from the unstructured task were 
correlated with high levels of patience observed in the structured task.  Structured Child 
Experience of the session was moderately associated with Structured Emotional Support (rs = 
.690, p < .01) and with Structured Patience (rs = .547, p < .01).  There was a moderately low 
association between Structured Child Experience of the Session and Unstructured Negative 
Parenting (rs = -.402, p < .05).  Higher ratings of the child’s experience in the structured task 
were related to higher structured positive parenting factor scores.  Additionally, more negative 
parenting observed in the unstructured task was associated with lower child experiences in the 
structured task.   
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Correlations between participant demographics and primary study variables were 
conducted (Table J5 in Appendix J).40  All demographic variables that were significantly 
correlated with dependent variables within hypothesized models were then included as control 
variables when conducting statistical tests of those hypothesized models.  Listed below are 
statistically significant correlations.  No associations were found between the parent’s 
relationship to the child (i.e., mother, father, or grandmother) and other primary study variables.  
Parent age had a moderately low association with Unstructured Child Negativity (rs = .392, p < 
.05); older parents were associated with more observed child negativity.  
 A dichotomous code for child comorbidity (diagnosed with comorbid disorder(s), not 
including Intellectual Disability, versus no comorbid disorders) was significantly correlated with 
Structured Negative Parenting (r = .471, p < .01), Structured Patience (r = -.538, p < .01), 
Structured Child Negativity (rrb = .413, p < .05), and Unstructured Child Experience of the 
Session (rrb = -.472, p < .05). Children with comorbid disorders tended to have parents who 
exhibited more negative parenting in the structured task.  Additionally, in the structured task, 
children without comorbid disorders tended to have parents who exhibited higher levels of 
patience, and children without comorbid disorders tended to display less negativity.  In the 
unstructured task, children without comorbid disorders tended to have higher experiences of the 
session.   
Parent Ethnicity (nominal variable) was significantly correlated with Aggression (LR (3, 
30) = 9.892, p = .020).  Dummy codes of each ethnicity were used to run a Chi-square test for 
each ethnicity in comparison to Aggression, in order to determine which dummy code(s) to 
include in the hypothesized model (nominal variables cannot be examined in models within 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
40	  Correlations between Parent Ethnicity dummy coded variables are detailed within the text, but 
are not included in Table G5.	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PROCESS, but dichotomous codes can be included in these models; Hayes, 2013a).  It was 
determined that Caucasian parents tended to have less aggressive children when comparing 
Caucasian parents to all other parents (Fisher’s exact test, p = .021).  Parent Ethnicity was 
associated with Unstructured Child Negativity (LR (3, 29) = 10.603, p = .014).  Dummy codes of 
each ethnicity were used to run a chi-square test for each ethnicity in comparison to Unstructured 
Child Negativity, in order to determine which dummy code(s) to include in the hypothesized 
model.  It was determined that Hispanic parents tended to have children who displayed less 
negativity when comparing Hispanic parents to all other parents (LR (2, 29) = 9.637, p = .008).   
In order to determine the effect of nominal variables (relationship of parent to the child 
and parent ethnicity) on continuous variables, each nominal variable was dummy coded for each 
category.  Point-biserial correlations were run, and no additional significant correlations were 
observed.   
As a result, the following variables were included in hypothesized models: Caucasian 
Parent Ethnicity (dummy coding of Caucasian versus other) was included when Aggression was 
the Dependent Variable (DV; Hypothesis 1); Child Comorbidity (dummy coded indicating no 
comorbid disorder in comparison to comorbid disorders) when Structured Negative Parenting 
was the DV (Hypothesis 1 – Structured); Child Comorbidity (dummy coded indicating no 
comorbid disorder in comparison to comorbid disorders) were included when Structured Child 
Negativity was the DV (Hypothesis 2 – Structured); Parent Age and Hispanic Parent Ethnicity 
(dummy coding of Hispanic versus other) was included when Unstructured Child Negativity was 
the DV (Hypothesis 2 – Unstructured); Child Comorbidity (dummy coded indicating no 
comorbid disorder in comparison to comorbid disorders) was included when Unstructured 
Experience of the Session was the DV (Hypothesis 3A – Unstructured and Hypothesis 3B – 
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Unstructured); and Child Comorbidity (dummy coded indicating no comorbid disorder in 
comparison to comorbid disorders) was included when Structured Patience was the DV 
(Hypothesis 4A – Structured and Hypothesis 4B - Structured).  In addition, models with 
Structured Child Experience of the Session as the DV (Hypothesis 3) were tested with and 
without cases with Caucasian parents, because there was a significant difference between the 
Structured Child Experience of the Session scores of Caucasian families versus families of other 
ethnicities (t(26) = -2.302, p = .030). 
Hypothesis Testing 
 All moderation analyses were conducted using PROCESS analysis (Hayes, 2013a, 
2013b) within SPSS 22.0 for Mac.  Regression analyses were conducing within SPSS 22.0 for 
Mac, using the forced entry method.  As described earlier, FSIQ was used as a proxy for Level of 
Functioning for all analyses.  In PROCESS, all cases that were missing data were omitted; in the 
regressions, cases were omitted pairwise.   
Hypothesis 1. Hypothesis one was run four different ways, as directionality of the 
independent variable (IV) and dependent variable (DV) were not determined prior to analyses.  
The model was examined for both the unstructured and structured tasks.  
 Hypothesis 1A – Structured.  The following moderation equation was examined: 
Y(Structured Negative Parenting) = X(Aggression) + M(FSIQ) + XM(Aggression*FSIQ) + 
C(Child Comorbidity) + E.41  The moderation model was tested with PROCESS and the 
interaction was not significant (b = -.012 [-.046, .023], SE B = .017, t = -.700, p = .490).  
Therefore, a multiple regression was run without the interaction term included in the model.  The 
regression model was significant (F (3, 26) = 2.731, p = .032).  The only main effect observed 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
41 Equations are used to help the reader visualize the tested model. Y = dependent variable, X = 
independent variable, M = moderator, XM = interaction, C = control variable, E = error. 
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was that of Child Comorbidity (b* = .414, part r = .423, p < .05), indicating that the presence of 
a comorbid disorder in children with ASD is associated with higher negative parenting (Table 9).  
Thus, this hypothesis was not supported.  In the interest of being thorough, additional 
interactions were tested (between Aggression and Comorbidity, and between FSIQ and 
Comorbidity).  No additional interactions were significant (p > .05). 
Table 9. 
Aggression, FSIQ, and Comorbidity as Predictors of Structured Negative Parenting 
 b SE b b* p part r 
 Constant -1.199 .640  .072  
Aggression  .282 .357 .131 .437 .153 
FSIQ .009 .007 .220 .215 .242 
Comorbidity  .888 .373 .414 .025 .423 
Note. R2 = .282; Adjusted R2 = .200 
Hypothesis 1A – Unstructured.  The following moderation equation was examined: 
Y(Unstructured Negative Parenting) = X(Aggression) + M(FSIQ) + XM(Aggression*FSIQ) + E.  
The moderation model was tested with PROCESS and the interaction was not significant (b = -
.017 [-.056, .023], SE B = .019, t = -.869, p = .393).  Therefore, a multiple regression was run 
without the interaction term included in the model.  The regression model was not significant (F 
(2, 26) = .119, p = .888).  No main effects were observed (Table 10).  Thus, this hypothesis was 
not supported.  
Table 10. 
Aggression and FSIQ as Predictors of Unstructured Negative Parenting 
 b SE b b* p part r 
 Constant -.363 .770  .642  
Aggression  .060 .415 .028 .886 .028 
FSIQ .004 .009 .091 .645 .091 
Note. R2 = .009; Adjusted R2 = -.067. 
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Hypothesis 1B – Structured.  The following hypothesized equation was tested: 
Y(Aggression) = X(Structured Negative Parenting) + M(FSIQ) + XM(Structured Negative 
Parenting*FSIQ) + C(Parent Ethnicity) + E.  Using PROCESS, the interaction was not 
significant (b = .076 [-.029, .181], SE B = .054, z = 1.412, p = .158).  A logistic regression was 
performed without the interaction term; however, the logistic regression yielded extremely high 
standard errors.42  As a result, the equation was tested within a multiple regression 
(correspondence with Dr. Bryan Keller, February 2015; Lumley, Diehr, Emerson, & Chen, 
2002).  As displayed in Table 11, neither Structured Negative Parenting nor FSIQ were 
associated with child aggression when controlling for Parent Ethnicity.  Notably, when all dyads 
with Caucasian parents were removed from the model (n=3), the coefficients were not significant 
(presented in Table 12; tested using a logistic regression).  While there was a main effect for 
White Ethnicity, conclusions cannot be drawn from this finding, as there were only three 
Caucasian parents in the sample.  Taken together, the hypothesis was not supported.  
Table 11. 
FSIQ, Structured Negative Parenting, and White Ethnicity Predicting Child Aggression 
 b SE b b* p part r 
 Constant .023 .378  .953  
 FSIQ -.001 .003 -.038 .832 -.042 
Structured Negative 
Parenting 
.093 .082 .199 .270 .216 
White Ethnicity .817 .256 .535 .004 .531 
Note. R2 = .294; Adjusted R2 = .213. White Ethnicity = dummy coding comparing Caucasian 







	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
42 This was likely due to the low incidence of Caucasian parents and an empty cell in a 2x2 table 




FSIQ and Structured Negative Parenting Predicting Child Aggression, Without Caucasian 
Parents 
 b SE b Wald df p 
. FSIQ -.006 .022 .069 1 .792 
Structured Negative 
Parenting 
.892 .744 1.439 1 .230 
Constant 1.912 1.876 1.039 1 .308 
Note. R2 = .068 (Cox & Snell) .104 (Nagelkerke). Model 𝜒2(2) = 1.893, p = .388. 
 
Hypothesis 1B – Unstructured.  First, the following hypothesized equation was tested: 
Y(Aggression) = X(Unstructured Negative Parenting) + M(FSIQ) + XM(Unstructured Negative 
Parenting*FSIQ) + C(Parent Ethnicity) + E.  Using PROCESS to run the model, the interaction 
was not significant (b = .236 [-.179, .651], SE B = .212, z = 1.116, p = .265).  A logistic 
regression was performed without the interaction term; however, the logistic regression yielded 
extremely high standard errors.43  As a result, the equation was tested within a multiple 
regression (correspondence with Dr. Bryan Keller, February 2015; Lumley et al., 2002).  As 
displayed in Table 13, neither Structured Negative Parenting nor FSIQ was associated with child 
aggression when controlling for Child Ethnicity.  Notably, when all families with Caucasian 
parents are removed from the model (n=3), the model and coefficients were not significant 
(presented in Table 14; tested using a logistic regression).  While there was a main effect for 
White Ethnicity, conclusions cannot be drawn from this finding, as there were only three 
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FSIQ, Unstructured Negative Parenting, and White Ethnicity Predicting Child Aggression 
 b SE b b* p part r 
 Constant -.127 .397  .751  
 FSIQ .001 .004 .050 .775 .058 
Unstructured Negative 
Parenting 
.063 .082 .134 .449 .152 
White Ethnicity .819 .265 .539 .005 .526 
Note. R2 = .277; Adjusted R2 = .190. White Ethnicity = dummy coding comparing Caucasian 
parents to all other ethnicities. 
 
Table 14. 
Unstructured Negative Parenting and FSIQ Predicting Child Aggression, Without Caucasian 
Parents 
 b SE b Wald df p 
 Unstructured Negative 
Parenting 
.543 .674 .649 1 .421 
FSIQ .009 .022 .176 1 .674 
Constant .596 1.758 .115 1 .735 
Note. R2 = .038 (Cox & Snell) .057 (Nagelkerke). Model 𝜒2(2) = 1.003, p = .606. 
 
Hypothesis 2. Hypothesis 2 was tested for both the structured and unstructured task.   
 Hypothesis 2 – Structured.  The following equation was tested: Y(Structured Child 
Negativity) = X(Structured Negative Parenting) + M(FSIQ) + XM(Structured Negative 
Parenting*FSIQ) + C(Child Comorbidity) + E.  Hypothesis 2 predicted that FSIQ would not 
moderate this relationship; therefore, the equation included the moderation variable and 
interaction to test if the interaction was significant.  The interaction was not significant (b = .010 
[-.003, .023], SE B = .006, t = 1.652, p = .111).  Therefore, a linear regression was run without 
the interaction term.  While the model was significant (F (3, 26) = 3.744, p < .05), no main 
effects were observed.  The significance of the coefficients is presented in Table 14.  Thus, the 





FSIQ, Comorbidity, and Structured Negative Parenting as Predictors of Structured Child 
Negativity 
 b SE b b* p part r 
 Constant .794 .342  .028  
FSIQ .007 .004 .295 .106 .312 
Comorbidity  .267 .229 .219 .255 .223 
Structured Negative Parenting .120 .109 .210 .281 .211 
Note. R2 = .302; Adjusted R2 = .221. 
 Hypothesis 2 – Unstructured. The following equation was tested: Y(Unstructured Child 
Negativity) = X(Unstructured Negative Parenting) + M(FSIQ) + XM(Unstructured Negative 
Parenting*FSIQ) + C1(Parent Age) + C2(Parent Ethnicity) + E.  Hypothesis 2 predicted that 
FSIQ would not moderate this relationship; therefore, the equation included the moderation 
variable and interaction to test if the interaction was significant.  While the variable of Parent 
Age was originally included in the model due to its significant correlation with Unstructured 
Child Negativity, no main effect of Parent Age was observed (b = .018 [-.004, .041], SE B = 
.011, t = 1.703, p = .102) when Parent Age was included in the model; therefore, the variable 
was removed from the model.  The resulting moderation equation was as follows: 
Y(Unstructured Child Negativity) = X(Unstructured Negative Parenting) + M(FSIQ) + 
XM(Unstructured Negative Parenting*FSIQ) + C(Parent Ethnicity) + E. The model (F(4, 24) = 
6.442, p < .01), the interaction of FSIQ and Unstructured Negative Parenting (b = .015, p < .01), 
and the main effect of Parent Ethnicity (dummy coding of Hispanic parents versus all other 
parents; b = .585, p < .01) were all statistically significant (all coefficients and significance levels 









FSIQ, Unstructured Negative Parenting, Parent Ethnicity, and Interaction of Unstructured 
Negative Parenting and FSIQ as Predictors of Unstructured Child Negativity 
 b SE b t p 
Constant .980 
[.653, 1.307] 
.159 6.178 p = .000 
FSIQ -.002 
[-.010, .006] 












.004 3.560 p = .002 
Parent Ethnicity .585 
[.191, .980] 
.191 3.065 p = .005 
  
Figure 1. 
Interaction between Unstructured Negative Parenting and FSIQ, predicting Unstructured Child 
Negativity 
 
Note. N = 29; the following website was used to create the interaction graph: 
http://www.jeremydawson.co.uk/slopes.htm.  Unstandardized betas, variable means, and variable 
standard deviations (1 SD above and below the mean) were used to create “low” and “high” 
categories (Dawson, 2014). 
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interactions between Parent Ethnicity and Unstructured Negative Parenting (p > .05) and Parent 
Ethnicity and FSIQ (p > .05).  Within PROCESS, a three-way interaction (the model included all 
required two-way interactions, as well) was tested between Parent Ethnicity, Unstructured 
Negative Parenting, and FSIQ (p > .05).  No additional interactions were significant. 
Hypothesis 3A. This hypothesis was run for both unstructured and structured tasks.  
Additionally, as directionality was not determined within the hypotheses, the hypothesis was first 
run with Child Experience of the session as the DV, and then it was run with Emotional Support 
or Positive Parenting (depending on the task) as the DV. 
Hypothesis 3A – Structured.  The following model was tested: Y(Structured Child 
Experience of the Session) = X(Structured Emotional Support) + M(FSIQ) + XM(Structured 
Emotional Support*FSIQ) + E.  The moderation model was tested within PROCESS, and the 
interaction was not significant (b = -.003, SE B = .005, t = -.485, p = .632); therefore, a 
regression was run without the interaction term.  The model was significant (F(2, 27) = 15.969, p 
<  .001; coefficients presented in Table 17); and a main effect was observed for Structured 
Emotional Support (b* = .699, p < .001), controlling for FSIQ.  Thus, the hypothesis was not 
supported. 
Table 17. 
Structured Emotional Support and FSIQ as Predictors of Structured Child Experience of the 
Session 
 b SE b b* p part r 
 Constant 1.762 .290  .000  
Structured Emotional Support .479 .089 .699 .000 .718 
FSIQ .006 .004 .237 .080 .330 
Note. R2 = 542, Adjusted R2 = .508. 
Furthermore, Structured Emotional Support continued to be related to Structured Child 
Experience of the Session, controlling for FSIQ when Caucasian families were omitted (b* = 
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.698, p <.001).  Similarly, the interaction between FSIQ and Structured Emotional Support was 
not significant (b = -.005, p = .493).  The regression and moderation models, respectively, were 
run without these participants because there was a significant difference between the Structured 
Child Experience of the Session scores of Caucasian families versus families of other ethnicities 
(t(26) = -2.302, p = .030). 
Next, this moderation was tested in the reverse direction: Y(Structured Emotional 
Support) = X(Structured Child Experience of the Session) + M(FSIQ) + XM(Structured Child 
Experience of the Session*FSIQ) + E.  The moderation was tested within PROCESS, and the 
interaction term was not significant (b = -.010, SE B = .008, t = -1.178, p = .250).  As a result, the 
model was run as a regression, without the interaction term (model coefficients presented in 
Table 18).  The model was significant (F(2, 27) = 14.394, p < .001), and there was a main effect 
of Structured Child Experience of the Session on parental emotional support (b* = .738, p < 
.001), controlling for FSIQ.  Structured Child Experience of the session accounted for 72% of the 
variance in the model.  Therefore, the hypothesis was not supported. 
Table 18. 
FSIQ and Structured Child Experience of the Session as Predictors of Structured Emotional 
Support 
 b SE b b* p part r 
 Constant -1.887 .562  .002  
FSIQ -.007 .005 -.179 .205 -.242 
Structured Child Experience 
of the Session 
1.078 .201 .738 .000 .718 
Note. R2 = .516; Adjusted R2 = .480. 
Hypothesis 3A – Unstructured.  The following model was tested: Y(Unstructured Child 
Experience of the Session) = X(Unstructured Positive Parenting) + M(FSIQ) + XM(Unstructured 
Positive Parenting*FSIQ) +C(Child Comorbidity) + E.  The moderation model was tested within 
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PROCESS, and the interaction was not significant (b = .0014 [-.006, .015], SE B = .005, t = .825, 
p = .417); therefore, a regression was run without the interaction term.  The model was 
significant (F(3, 25) = 7.945, p =  .001; coefficients presented in Table 19); and a main effect 
was observed for Unstructured Positive Parenting (b* = .592, p < .001), controlling for FSIQ and 
Child Comorbidity.  Unstructured Positive Parenting accounted for 56% of the variance in the 
model.  Thus, the hypothesis was not supported.  In an effort to be thorough, additional 
interactions (between Unstructured Positive Parenting and Comorbidity, and between 
Comorbidity and FSIQ) were checked; the interactions were not significant (p > .05) 
Table 19. 
Unstructured Positive Parenting, FSIQ, and Comorbidity as Predictors of Unstructured Child 
Experience of the Session 
 b SE b b* p part r 
 Constant 2.304 .333  .000  
Unstructured Positive Parenting  .404 .104 .592 .001 .613 
FSIQ .003 .004 .122 .418 .163 
Comorbidity  -.307 .213 -.228 .161 -.277 
Note. R2 = .488; Adjusted R2 = .427. 
 
Next the reverse model was tested: Y(Unstructured Positive Parenting) = X(Unstructured 
Child Experience of the Session) + M(FSIQ) + XM(Unstructured Child Experience of the 
Session*FSIQ) + E.  The moderation equation was tested using PROCESS and the interaction 
term was not significant (b = -.001 [-.021, .018], SE B = .010, t = -.113, p = .911). Therefore, a 
regression was run without the interaction term.  The model was significant (F(2, 26) = 10.492, p 
< .001).  A main effect for Unstructured Child Experience of the Session was observed (b* = 
.666, p < .001), controlling for FSIQ (variable coefficients are presented in Table 20).  
Unstructured Child Experience of the Session accounted for 67% of the variance in the model.  





FSIQ and Unstructured Child Experience of the Session as Predictors of Unstructured Positive 
Parenting  
 b SE b b* p part r 
 Constant -2.181 .717  .005  
FSIQ -.003 .006 -.075 .614 -.100 
Unstructured Child Experience of the Session .977 .214 .666 .000 .667 
Note. R2 = .447; Adjusted R2 = .404. 
 
Hypothesis 3B – Structured. The following moderation equation was tested: 
Y(Structured Child Experience of the Session) = X(Structured Emotional Support) + 
M(Symptom Severity) + XM(Structured Emotional Support*Symptom Severity) + E.  When the 
moderation equation was tested within PROCESS, the interaction was not significant (b = .197 [-
.093, .486], SE B = .141, t = 1.396, p = .174); therefore, a regression was run without the 
interaction term.  The regression model was significant (F(2, 27) = 16.099, p < .001).  There was 
a main effect of Structured Emotional Support (b* = .705, p < .001), controlling for Symptom 
Severity (coefficients presented in Table 21). Structured Emotional Support accounted for 72% 
of the variance in the regression model.  Therefore, the hypothesis was not supported. 
Table 21. 
Symptom Severity and Structured Emotional Support as Predictors of Structured Child 
Experience of the Session 
 b SE b b* p part r 
 Constant 2.267 .082  .000  
Symptom Severity -.256 .138 -.241 .075 -.336 
Structured Emotional Support .483 .089 .705 .000 .722 
Note. R2 = .544; Adjusted R2 = .510 
 
Furthermore, when Caucasian families were omitted from the model, the interaction 
between Symptom Severity and Structured Emotional Support was not significant (b = .218, p = 
.146).  Similarly, Structured Emotional Support was related to Structured Child Experience of 
the Session, controlling for Symptom Severity, (b* = .709, p < .001) in a regression. The 
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regression and moderation models were run without these participants because there was a 
significant difference between the Structured Child Experience of the Session scores of 
Caucasian families versus families of other ethnicities (t(26) = -2.302, p = .030). 
Next, this moderation was tested in the reverse direction: Y(Structured Emotional 
Support) = X(Structured Child Experience of the Session) + M(Symptom Severity) + 
XM(Structured Child Experience of the Session*Symptom Severity) + E.  The moderation was 
tested within PROCESS, and the interaction term was not significant (b = .016 [-.602, .633], SE 
B = .300, t = .053, p = .958).  As a result, the model was run as a regression, without the 
interaction term (model coefficients presented in Table 22).  The model was significant (F(2, 27) 
= 14.712, p < .001), and there was a main effect of Structured Child Experience of the Session 
on parental emotional support (b* = .739, p < .001), controlling for Symptom Severity.  
Structured Child Experience of the session accounted for 72% of the variance in the model.  
Therefore, the hypothesis was not supported. 
Table 22. 
Symptom Severity and Structured Child Experience of the Session as Predictors of Structured 
Emotional Support 
 b SE b b* p part r 
 Constant -2.446 .468  .000  
Symptom Severity .299 .211 .194 .168 .263 
Structured Child Experience of the Session 1.079 .199 .739 .000 .722 
Note. R2 = .521; Adjusted R2 = .486 
Hypothesis 3B – Unstructured.  The following moderation equation was tested: 
Y(Unstructured Child Experience of the Session) = X(Unstructured Positive Parenting) + 
M(Symptom Severity) + XM(Unstructured Positive Parenting*Symptom Severity) + C(Child 
Comorbidity) + E.  When the moderation equation was tested within PROCESS, the interaction 
was not significant (b = .322 [-.353, .998], SE B = .327, t = .985, p = .334); therefore, a 
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regression was run without the interaction term.  The regression model was significant (F(3, 25) 
= 8.227, p = .001).  There was a main effect of Unstructured Positive Parenting (b* = .645, p < 
.001), controlling for Symptom Severity and Child Comorbidity (coefficients presented in Table 
23). Unstructured Positive Parenting accounted for 63% of the variance in the regression model.  
Therefore, the hypothesis was not supported. 
Table 23. 
Unstructured Positive Parenting, Symptom Severity, and Comorbidity as Predictors of 
Unstructured Child Experience of the Session 
 b SE b b* p part r 
 Constant 2.570 .109  .000  
Unstructured Positive Parenting .440 .108 .645 .000 .633 
Symptom Severity -.185 .174 -.165 .299 -.207 
Comorbidity  -.306 .208 -.227 .154 -.282 
Note. R2 = .497; Adjusted R2 = .436 
 
 In the interest of being thorough, additional interactions were checked.  In a regression 
model, the interaction of Comorbidity and Symptom Severity was not significant (p > .05).  
Additionally, a three-way interaction (tested using PROCESS; model included all required two-
way interactions as well) between Comorbidity, Symptom Severity, and Unstructured Positive 
Parenting was not significant (p > .05).   However, the interaction of Comorbidity and 
Unstructured Positive Parenting was significant (p < .05).  Therefore, two additional models 
were run using PROCESS.  First, an additive moderation model was tested: Y(Unstructured 
Child Experience of the Session) = X (Unstructured Positive Parenting) + M1(Symptom 
Severity) + M2(Comorbidity) + M1X(Unstructured Positive Parenting*Symptom Severity) + 
M2X(Unstructured Positive Parenting*Comorbidity) + E.  The interaction between Unstructured 
Positive Parenting and Comorbidity was significant (p < .05), while the interaction between 
Unstructured Positive Parenting and Symptom Severity was not (p > .05).  Therefore, a new 
moderation model was run testing the following model: Y(Unstructured Child Experience of the 
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Session) = X (Unstructured Positive Parenting) + M(Comorbidity) + MX(Unstructured Positive 
Parenting*Comorbidity) + C(Symptom Severity) + E.  The interaction was significant (b = -.513, 
p < .05).  In addition, main effects were observed for Comorbidity (b = -.460, p < .05) and 
Unstructured Positive Parenting (b = .671, p < .001).  The main effect for the control variable 
(Symptom Severity) was also significant (b = -.379, p < .05).  The variable coefficients are 
presented in Table 24 and the interaction is graphed in Figure 2. 
Table 24. 
Comorbidity, Unstructured Positive Parenting, Symptom Severity, and Interaction of 
Unstructured Positive Parenting and Comorbidity as Predictors of Unstructured Child 
Experience of the Session 
 b SE b t p 
Constant 2.534 
[2.325, 2.743] 
.101 24.994 p = .000 
Comorbidity -.460 
[-.878, -.041] 










.220 -2.328 p = .029 
Symptom Severity -.379 
[-.752, -.005] 























Graph of the interaction between Unstructured Positive Parenting and Comorbid Disorders on 
Unstructured Child Experience of the Session 
 
Note. U = Unstructured task; N=29; Absence of comorbid disorder n = 20 (this represents 
children only diagnosed with ASD or diagnosed with ASD and ID), Presence of comorbid 
disorder n = 9 (this represents children diagnosed with ASD and other comorbid disorders, 
including children diagnosed with ID if they were also diagnosed with other comorbid 
disorders); The following website was used to create the interaction graph: 
http://www.jeremydawson.co.uk/slopes.htm.  Unstandardized betas, variable means, and variable 
standard deviations (1 SD above and below the mean) were used to create “low” and “high” 
categories (Dawson, 2014). 
 
Next, this moderation was tested in the reverse direction: Y(Unstructured Positive 
Parenting) = X(Unstructured Child Experience of the Session) + M(Symptom Severity) + 
XM(Unstructured Child Experience of the Session*Symptom Severity) + E.  The moderation 
was tested within PROCESS, and the interaction term was not significant (b = .208 [-.646, 
1.062], SE B = .415, t = .501, p = .620). Therefore, a regression was run without the interaction 
term (model coefficients presented in Table 25).  The model was significant (F(2, 26) = 13.793, p 
< .001), and there was a main effect of Unstructured Child Experience of the Session on parental 
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Experience of the session accounted for 67% of the variance in the model.  Therefore, the 
hypothesis was not supported. 
Table 25. 
Symptom Severity and Unstructured Child Experience of the Session as Predictors of 
Unstructured Positive Parenting  
 b SE b b* p part r 
 Constant -2.263 .519  .000  
Symptom Severity .451 .227 .274 .057 .363 
Unstructured Child Experience of the Session .919 .202 .627 .000 .666 
Note. R2 = .515; Adjusted R2 = .477 
 
Hypothesis 4. As the unstructured task’s factor analysis only created one positive 
parenting factor, this hypothesis could not be tested for the unstructured task.  Hypothesis 4 was 
only tested for the structured task. 
Hypothesis 4A. The following equation was tested: Y(Structured Patience) = X(FSIQ) + 
M(Structured Emotional Support) + XM(FSIQ*Structured Emotional Support) + C(Child 
Comorbidity) + E.  The moderation model was tested using PROCESS, and the interaction was 
not significant (b = -.003 [-.016, .012], SE B = .007, t = -.401, p = .692). Therefore, a linear 
regression was conducted in which the interaction term was omitted.  Additionally, in order to 
avoid multicollinearity, Structured Emotional Support was also omitted from the model 
(correlation between Structured Emotional Support and Structured Patience was strongly 
associated, r = .677, p < .001).  The model was significant (F(2, 27) = 7.006, p < .01; model is 
presented in Table 26).  Child comorbidity had a main effect on Structured Patience (b* = -.469, 
p < .01).  Therefore, the hypothesis was not supported. Additionally, the interaction between 








FSIQ and Comorbidity as Predictors of Structured Patience 
 b SE b b* p part r 
 Constant .956 .475  .054  
FSIQ -.009 .006 -.239 .155 -.271 
Comorbidity  -.876 .305 -.469 .008 -.484 
Note. R2 = .342; Adjusted R2 = .293. 
 
Hypothesis 4B. The following equation was tested: Y(Structured Patience) = X(Symptom 
Severity) + M(Structured Emotional Support) + XM (Symptom Severity*Structured Emotional 
Support) + C(Child Comorbidity) + E.  The moderation model was tested using PROCESS, and 
the interaction was not significant (b = .032 [-.362, .427], SE B = .192, t = .169, p = .867). 
Therefore, a linear regression was conducted in which the interaction term was omitted.  
Additionally, in order to avoid multicollinearity, Structured Emotional Support was also omitted 
from the model.  The model was significant (F(2, 27) = 5.508, p = .01).  Child comorbidity had a 
main effect on Structured Patience (b* = -.544, p < .01), accounting for 52% of the variance in 
the model.   The model is presented in Table 27. Therefore, the hypothesis is not supported.  An 
additional interaction was also checked.  The interaction between Symptom Severity and 
Comorbidity was not significant (p > .05). 
Table 27. 
Symptom Severity and Comorbidity as Predictors of Structured Patience 
 b SE b b* p part r 
 Constant .305 .169  .082  
Symptom Severity -.027 .247 -.019 .913 -.021 
Comorbidity  -1.017 .320 -.544 .004 -.521 
Note. R2 = .290; Adjusted R2 = .237 
Post Hoc Analyses 
Comparisons of negative parenting across samples.  In order to better understand the 
results from this dissertation, the means of the negative parenting/psychological abuse scales 
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were compared with the scale means from a study (Brassard et al., 1993) assessing negative 
parenting in an at-risk sample.  Brassard et al.’s study used the PMCS to rate observed parenting 
behaviors in a maltreatment sample (n = 25; parents had previous history of maltreating their 
children) and comparison sample (n = 24; non-maltreating).  The samples were matched based 
on classroom, race, gender, and age. Both the maltreating and comparison samples were 
comprised of dyads of low socioeconomic status.  Brassard et al.’s sample used a similar age 
range as this dissertation (ages ranged from 4 years old to 8 years 11 months; M = 6.67).  
However, in comparison to the dissertation sample, more female children were included in 
Brassard et al.’s study (male = 55%, female = 45%), and Brassard et al.’s sample was 
predominantly Caucasian (46%) and Black (41%).  Only 13% of Brassard et al.’s sample 
identified as Hispanic.   
Here, the means of the negative parenting/psychological abuse scales across samples are 
compared: 
Table 28.  
Comparison of Negative Parenting/Psychological Abuse Scale Means and Standard Deviations 
Across Samples 










 Mean SD Mean SD Mean SD Mean SD 
Spurning .31 .71 .23 .63 1.56 1.08 .96 .90 
Corrupting/ 
Exploiting 




.31 .71 .17 .59 2.24 .77 1.58 1.14 
Note. Maltreated and Comparison group scores are from Brassard et al. (1993). 
Paired samples t-tests were used to compare the means of negative parenting scales 
within the ASD sample across the unstructured and structured tasks.  Statistically significant 
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differences were found for Corrupting/Exploiting across tasks, where parents displayed more 
Corrupting/Exploiting in the structured task (p < .02).  No differences were found for Spurning 
or Denying Emotional responsiveness across tasks. 
Independent samples t-tests were used to compare means of negative parenting scales 
between the ASD sample, maltreated sample, and comparison sample. Means from the 
unstructured and structured task were compared separately with the maltreated and comparison 
samples.  Findings are understood as a direct comparison between scales, because the negative 
parenting items examined in this dissertation were scored using almost the identical coding 
scales used in Brassard et al., 1993. Statistically significant differences were found for all 
comparisons between the ASD sample (both unstructured and structured tasks) and the 
maltreated sample (all p < .005).  In every comparison, the maltreated sample mean was greater 
than the ASD sample mean.  Statistically significant differences were found for most 
comparisons between the ASD sample (both unstructured and structured tasks) and the 
comparison sample (p < .02); except, statistically significant differences were not found when 
comparing means for Corrupting/Exploiting in the ASD structured task with 
Corrupting/Exploiting the comparison sample (ASD – Structured task mean was greater than the 
comparison mean).     
 Aggression variable reconsidered.  In order to test the aggression variable with varying 
levels of aggression, the ABC-C Irritability scale (Aman & Singh, 1994) was tested as a proxy 
for aggression (n=22 for unstructured task; n=23 for structured task).  Hypothesis one findings 
held, and no significant associations were found between the ABC-C Irritability scale and 






Summary of Findings 
In order to better understand the context of parenting in school-aged children with ASD, 
the behaviors of parents and children with ASD were observed during a parent-child interaction. 
It was hypothesized that the relationships of parents and children with ASD would be similar to 
those of parents and children with problem behaviors and neurotypical children (parental 
emotional support, patience, and negative parenting would be related to child behaviors, such as 
child experience of the session, child negativity, and aggression) and that these relationships 
would be moderated by FSIQ and Symptom Severity.   
Overall, parents exhibited high levels of positive parenting (similar to Kasari et al., 1988; 
Maljaars et al., 2014) and low levels of negative parenting (similar to self-reported low levels in 
Lambrechts et al., 2011; Maljaars et al., 2014).  Findings indicate that similar relationship 
patterns have been observed between parents of neurotypical children and problem behavior 
children as were found during a parent-child interaction with dyads of parents and children with 
ASD.  In some ways, these findings are similar to that of Doussard-Roosevelt et al. (2003) and 
Meirsschaut et al. (2011) who found that mothers of children with ASD used the same amount of 
approaches with their child with ASD in comparison to the amount of approaches used by other 
dyads.  Additionally, these results are consistent with the similarities between parenting 
behaviors (Siller & Sigman, 2002) and parenting sensitivity (van IJzendoorn et al., 2007) 
observed between ASD dyads and comparison groups.  Based on this dissertation’s results, it is 
possible that characteristics unique to children with ASD may not alter the parent-child 
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relationship as hypothesized and that parenting behaviors in this sample may not be very 
different from parenting behaviors in other contexts.   
Despite deficits in social-communication that are exhibited by individuals with ASD 
(including deficits in social reciprocity, social interactions, and social insight; American 
Psychological Association [DSM-5], 2013), relationships were found between the child’s 
experience of the parent-child interaction and positive and negative parenting behaviors, and also 
between child negativity directed toward their parent and positive and negative parenting 
behaviors.  As such, results suggest that a level of reciprocity was observed.  While it is 
unknown which behavior impacted the other, or if a transactional relationship between parent 
and child behaviors existed, it is clear that there is an association between parent and child 
behaviors. Specifically, children appeared to be enjoying themselves more, acted more 
positively, and appeared more successful when their parents were more positive (in the 
unstructured task this was operationalized as higher levels of the positive parenting factor, in the 
structured task this was accounted for by higher levels of patience and emotional support).  
Children expressed more negativity towards their parents in sessions during which parents 
exhibited higher levels of negative parenting.  Similarly, children appeared to enjoy the session 
less, exhibit less positivity, and be less successful during sessions in which parents displayed 
more negative parenting.  Interestingly, these relationships were not moderated by a child’s 
symptom severity, and were only moderated by FSIQ in the unstructured context.  
Additionally, interesting findings were found regarding child comorbidity and parent 
ethnicity.  Specifically, parents with a child with ASD and an additional comorbid disorder were 
less patient and demonstrated more negative parenting.  This suggests that the behaviors of 
children with ASD and comorbid disorders might present unique challenges above and beyond 
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the characteristic of ASD alone.  With regards to parent ethnicity, Hispanic parents tended to 
have children who displayed less negativity towards their parents.  These results suggest that 
cultural differences in parenting, perceptions of disabilities, and differing coping strategies may 
act as protective factors for Hispanic parents and their children.  
Hypothesis 1: Does child FSIQ moderate the relationship between child aggression 
and negative parenting? FSIQ did not moderate the relationship between child aggression and 
negative parenting.  Furthermore, Aggression and negative parenting were not significantly 
associated.  However, Child Comorbidity was related to Structured Negative Parenting.  
Specifically, the presence of a comorbid disorder was associated with higher levels of negative 
parenting in the structured task.  
Hypothesis 2: Is negative parenting directly associated with child negativity, 
regardless of child FSIQ?  In the structured task, negative parenting was not associated with 
child negativity. As hypothesized, FSIQ did not moderate the relationship between negative 
parenting and Child Negativity.  On the other hand, in the unstructured task, an interaction was 
observed between negative parenting and FSIQ, controlling for Hispanic Ethnicity.  Specifically, 
when lower degrees of negative parenting were present, children with lower cognitive levels 
displayed more negativity.  When more negative parenting was observed, children with higher 
cognitive abilities displayed more negativity.  The direction of this relationship is not known, so 
it is unclear whether child behaviors impacted parenting behaviors or the reverse. It is also 
possible that when higher functioning children display negativity towards their parents, the 
parents become more annoyed than if the child was lower functioning because the parent 
believes that the child should have an understanding that their behavior is inappropriate 
(Greenberg et al., 2006; Karst & Van Hecke, 2012; Maljaars et al., 2014; Wasserman et al., 
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2010; Whittingham et al., 2008).  On the other hand children with higher IQs may be more aware 
of their parents’ negativity, and they may respond in kind.  As such, the results suggest that what 
is perceived by higher functioning children as intrusive, might be perceived by lower functioning 
children as helpful.  In addition, children with Hispanic parents displayed less negativity towards 
their parents than children of parents of other ethnicities.  It is believed that this finding is due to 
the differing parenting styles, acceptance of an ASD diagnosis, and coping strategies of Hispanic 
parents.   
 Hypothesis 3: Does child FSIQ or Symptom Severity moderate the relationship 
between parental positive parenting and the child’s experience of the session?  The 
relationship between positive parenting (i.e., Structured Emotional Support and Unstructured 
Positive Parenting) and the child’s experience of the session was not moderated by FSIQ or 
Symptom Severity.  However, an association exists, in both unstructured and structured tasks, 
between emotional support/positive parenting and the child’s experience of the session. In 
addition, an interaction was observed between Child Comorbidity and Unstructured Positive 
Parenting.  Children without comorbid disorders tended to have higher experiences in the session 
when parents exhibited higher levels of positive parenting in comparison to children with 
comorbid disorders.  When observed positive parenting was low, the presence of comorbid 
disorder(s) was not related to the child’s experience of the session.  When observed positive 
parenting was high, differences were observed in children with and without comorbid disorders.  
Specifically, children were observed to have greater experiences of the session when their 
parents were observed to display greater positive parenting when they were not diagnosed with 
additional disorders.  In the same model, main effects were observed for comorbidity, positive 
parenting, and symptom severity.  There was a negative association between comorbidity and 
 
146 
child’s experience of the session, negative relationship between symptom severity and child’s 
experience of the session, and positive correlation between positive parenting and child’s 
experience of the session.   
 Hypothesis 4: Is child FSIQ/Symptom Severity related to parental patience, 
moderated by parental emotional support?  Within the structured task, parental emotional 
support did not moderate the relationship between FSIQ and parental patience.  Similarly, 
parental emotional support did not moderate the relationship between Symptom Severity and 
parental patience.   However, child comorbidity had a significant main effect on parental 
patience; the absence of comorbid disorders was associated with higher levels of parental 
patience.   
Additional findings. Correlations between primary study variables revealed associations 
between child and parenting factors within the structured task.  A negative association between 
child cognitive abilities and parental patience was found, such that lower child IQ was related to 
higher parental patience.  Child cognitive ability was also correlated with the amount of observed 
child negativity.  Higher IQ was related to greater child negativity.  Additionally, greater child 
symptom severity was associated with reduced negative parenting.   
Correlational comparisons of parent and child behaviors during the parent-child 
interaction indicated that child and parent behavior was significantly correlated.  While causality 
and directionality was not assessed, parents and children appeared to be impacted by the 
behaviors of one another within the unstructured and structured tasks.  Specifically, higher levels 
of positive parenting were significantly related to lower child negativity toward the parent. 
Positive parenting was significantly and positively related to the child’s experience of the 
session.  Negative parenting was positively correlated with child negativity.  Higher levels of 
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negative parenting were related to lower levels of the child’s experience of the session in the 
unstructured task, but not in the structured task.  As such, task demands (or lack of demands in 
the unstructured task) may have impacted parent and child behaviors.  Similarly, Blacher et al. 
(2013) found differing parent behaviors within unstructured and structured tasks.   
Parents exhibited high rates of positive parenting (Unstructured Positive Parenting, 
Structured Emotional Support, and Structured Patience) and low rates of negative parenting 
(Unstructured Negative Parenting and Structured Negative Parenting).  Importantly, when 
compared to maltreating parents and parents of a comparison group from Brassard et al. (1993), 
parents of children with ASD exhibited significantly lower rates of negative parenting.  Notably, 
the environment in which the studies took place may have had an impact on these differences 
(Brassard et al.’s parent-child interaction took place in participant’s homes, an environment in 
which parents may feel more comfortable and may not have been as impacted by an 
observational effect).  Nevertheless, differences were prominent.  
Strengths of the Study 
 To date, the majority of ASD research focuses on child behaviors and parental wellbeing 
(Dykens et al., 2014; Osborne & Reed, 2010; Mahoney & Wiggers, 2007; Rogers & Dawson, 
2009; Zhou & Yi, 2014).  This study significantly contributes to the research on parenting 
behaviors in this population.  Furthermore, the current dissertation research examines a full range 
of parental behaviors: prosocial and supportive behaviors, as well as negative and unsupportive 
behaviors.  Research examining ineffective and potentially harmful parenting strategies has been 
neglected within this population.  While once overlooked, it would be a disservice to families of 
children with ASD and treatment providers working with these families to ignore this important 
aspect of parenting in the conceptualization of parenting practices/behaviors of parents of 
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children with ASD.  As such, this study adds to the growing research examining parenting in this 
population.  Additionally, the use of an observational measure to examine a range of parenting 
behaviors adds to parent self-report data regarding their own parenting behaviors.  Specifically, 
unbiased observers (who were blind to the study hypotheses) coded parental and child behaviors 
as observed in a parent-child task.   
The sample for this dissertation is primarily a minority sample.  Hispanic/Latino and 
Black children are diagnosed later in life than Caucasian children, less likely to receive a 
diagnosis of ASD (despite the pervasiveness of the disorder across racial and ethnic groups), and 
are typically underserved in terms of treatment and services related to ASD (Liptak et al., 2008; 
Mandell, Listerud, Levy, & Pinto-Martin, 2002; Mandell, Ittenback, Levy, & Pinto-Martin, 
2006).  Therefore, further research with Hispanic/Latino and Black families of children with 
ASD is essential.  This dissertation expands the current knowledge base regarding minority 
families with children with ASD.   
 Another strength of this study was the use of gold standard diagnostic tools (ADOS-2, 
Lord et al., 2012, and ADI-R, Rutter et al., 2003) to assess ASD.  All children who participated 
in this study met criteria for ASD according to the ADOS-2.  In addition to using the ADOS-2 
and ADI-R to assist in making a diagnosis, a team consensus (including a psychiatrist and 
psychologist) of an ASD diagnosis was reached.  Therefore, the ASD diagnostic criteria used 
within this study represents a methodological strength. 
 This was the first study to use the PMCS (Hart & Brassard, 1986; Brassard et al., 1993), 
with the positive parenting scales modified for use with an ASD population through truncation 
and elimination of examples not typically seen in a low functioning ASD sample (PMCS-ASD; 
Donnelly et al., 2014).  This dissertation demonstrates that the PMCS could be adapted for use 
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with children with developmental disabilities and their parents.  The PMCS-ASD was used to 
reliably code parenting behaviors in an ASD population.  Furthermore, this dissertation provides 
evidence that the PMCS can be used to detect negative parenting in an ASD population. 
Limitations of the Study 
While this dissertation contributes considerably to the research on parenting behaviors of 
parents with a child with ASD, limitations of the study should be considered.  Notably, the study 
sample was relatively small (N = 30). Caution should be used in interpreting factor analyses and 
interactions with small sample sizes.  While the structured factors resembled those of previous 
research with a version of this measure (Brassard et al., 1993), the unstructured positive 
parenting factor did not as closely resemble the two-factor structure previously established 
within the PMCS. The results of the unstructured context should be viewed cautiously as there 
was a very strong correlation between positive parenting behaviors and negative parenting in the 
unstructured task, indicating that one factor score (instead of two) may better represent parenting 
within this context.  Due to the small sample size, these findings should be replicated.  Further, 
the impact of children’s participation in current and past interventions was not examined.  Future 
studies should investigate the impact of interventions on parenting behaviors and the parent-child 
relationship within the parent-child interaction.  Importantly, this study did not include a 
comparison sample; this study should be replicated with a comparison sample.  
As far as measurement of primary study variables, cognitive functioning was measured 
by several different intelligence assessments, and observational child behavior constructs were 
measured by one item each.  In addition, the final construct used for measuring aggression was 
less than ideal.  While the ABC-C Irritability Scale (used as a proxy for the aggression construct; 
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n=24; Aman & Singh, 1994) did not yield different results, it is plausible that a more sensitive 
measurement of aggression would have produced different findings.  
As previously mentioned, the PMCS (Hart & Brassard, 1986; Brassard et al., 1993) was 
developed for use in an at-risk sample (specifically, parents at-risk for maltreatment of their 
children).  In this dissertation’s sample, low levels of negative parenting were observed, which 
indicates that the measure is sensitive enough to detect negative parenting at low levels.  In order 
to better understand these low levels of negative parenting exhibited, it will be necessary to 
examine the differences in negative parenting behaviors (i.e., the behaviors noted as the reason 
for coding observed negative parenting at all levels of frequency and severity). It may also be 
helpful to code using different techniques (e.g., use of transcripts to code, coding in three minute 
increments) in order to understand trends observed during the parent-child task.   
The purpose of this dissertation was to assess associations between parenting behaviors 
and child behaviors, in a sample of parents and their children with ASD.  Therefore, 
directionality of behaviors was not assumed nor assessed.  It is currently unknown if parenting 
behaviors (positive parenting and negative parenting) impacted child behaviors (child negativity 
and child’s experience during the session), or vice versa.  All participants first engaged in the 
unstructured task and then performed the structured task.  Counterbalancing the order of these 
tasks should be done in future studies in order to assess the impact of behaviors in one task on 
behaviors within another task.  Furthermore, children may have been greatly impacted by the 
ability to engage in free play first, after which they were required to perform a structured task at 
a table.  Counterbalancing the order of the tasks would assist in understanding the potential effect 
of each of these tasks on one another.  A microanalysis of the session may also reveal 
information regarding how the dyad responds to one another. 
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The context of the parent-child interaction may have greatly impacted results.  First, 
participants’ behaviors may have been impacted by the fact that they were being observed and 
videotaped.  While the first minute of the parent-child interaction task was not coded because of 
this possible effect, it is unknown how much participants altered their typical behavior within 
this context.  Second, the parent-child interaction task took place within a clinic setting.  Parents 
and children are likely to act differently in the clinic setting in comparison to their home 
environment.  Therefore, behaviors in this setting may not generalize to others.  In order to better 
assess parenting behaviors in this population, future research should assess parenting behaviors 
in a variety of settings (e.g., home, school, public, and clinic).  Third, the instructions used for 
the structured task were less explicit and less regulated than in other studies.  Parents and 
children were told to build a house together, but were not instructed on how to do so, were not 
told to include specific components in their houses, and were not told that the house had to be 
complete at the end of the session.  This may have impacted both parent and child behaviors.  In 
future studies, it will be necessary to explore how variations of instructions (specifically, the use 
of more explicit directions) impact the parent-child interaction in the structured task. 
Importantly, while multiple ethnic and racial groups were included in the study, 
participants were primarily of Black and Hispanic race/ethnicity. Therefore, it is possible that 
results might vary with other ethnic/racial groups.  
Clinical Implications 
 Reciprocity. As previously mentioned, results suggest that a level of reciprocity was 
observed between parents and their children.  While the direction of the relationship is unclear, it 
is evident that there is an association between observed parent and child behaviors.  Children 
appeared to be enjoying themselves more, acted more positively, and appeared more successful 
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when their parents were more positive, and children expressed more negativity towards their 
parents in sessions during which parents exhibited higher levels of negative parenting.  This 
dissertation found that these relationships were not moderated by a child’s symptom severity.  
Similar relationships have been found between parents of children with neurotypical children and 
problem behavior children (Baumrind, 2005; Brassard & Donovan, 2006; Canetti et al., 1997; 
Fite et al., 2006; Patterson et al., 1990; Webster-Stratton & Eyberg, 1982).  
Recent research regarding parent perceptions of the impact their own emotions have on 
their children with ASD suggests similar findings (Zhou & Yi, 2014).  Parents felt that their 
emotional state directly impacted their child’s behaviors and symptoms, and vice versa.  Even if 
the child was unable to explicitly express their feelings, parents felt that their children matched 
their emotional state.  As indicated by Zhou and Yi, their research on self-reported parenting 
perceptions and this dissertation’s research suggests that parental warmth and overall positivity 
should be supported and promoted, and negative parenting and parental stress reduced.  The 
authors suggest employing parenting programs such as the Stepping Stones Triple P program and 
PCIT to aid parents (p. 76).  In addition, mindfulness has been shown to improve maternal 
wellbeing in mothers of children with ASD (Dykens et al., 2014).  Overall, Zhou and Yi 
recommend that it is more helpful for parents to “balance the roles of caretaker and coach,” 
stressing the importance of emotional support displayed by parents to promote the parent-child 
relationship (p. 76).  Similar inferences can be made from this dissertation’s results.  Overall, 
clinicians should work with parents to understand the significance of being a supportive presence 
and to help them express this towards their child.  Furthermore, clinicians can work with parents 
to reduce ineffectual and negative parenting practices, as children seem to be aware of and 
impacted by these behaviors. As suggested in Baker, Brassard, Schneiderman, Donnelly, and 
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Bahl (2011), programs that instruct parents on what to do, as well as what not to do, when 
dealing with challenging behaviors might best address the needs of highly stressed parents with 
children with ASD. 
Directiveness. Overall, low levels of negative parenting were observed within this 
sample (results were similar to Maljaars et al. [2014] and Lambrechts et al.’s [2011] but differed 
from Blacher et al. [2013]).  However, differing results from the unstructured and structured task 
suggest that the relationship between parenting behaviors and child behaviors may appear 
different based on the context in which those behaviors are exhibited (i.e., unstructured or 
structured task).  Similar to Blacher et al. (2013), more negative parenting was observed in the 
structured task, in comparison to the unstructured task.      
Here, implications of negative parenting in the unstructured versus structured contexts are 
discussed.  It is also proposed that negative parenting may not purely measure negative parenting 
practices, especially within the structured task.  An understanding of parental directiveness may 
help to explain the observed negative parenting in this population and differences between 
frequency of negative parenting observed in unstructured and structured tasks.   
Comprehensive definitions of parental directiveness include the following domains: 
“response control, topic control, turntaking control, and inhibitive control” (Marfo, 1991, as cited 
in Morduch, 1998).  Similarly, Masur, Flynn, and Eichorst (2005) state that directiveness is, 
“characterized by attempts to command and control children’s behaviour or attention” (p. 64).  
The Social Interaction Rating Scale (SIRS; Ruble et al., rev 2005 as reproduced in Ruble et al., 
2008) defines directiveness as the “degree to which parent gives commands and/or directs child’s 
immediate attention” (p. 10).  Importantly, definitions of directiveness can include both vocal 
and physical parenting behaviors.  While typically viewed as a negative parenting behavior 
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(Masur et al., 2005), research suggests that directiveness has varying, and inconclusive, effects 
for children with ASD (Diken & Mahoney, 2013; Flippin, 2010; Ruble et al., 2008).  
Presumably, this is because children with ASD may benefit from more direct commands and 
prompts than neurotypical children. 
It is possible that in this dissertation low levels of Spurning and/or Corrupting/Exploiting 
are similar to forms of directiveness.  For example, on the SIRS, directiveness ranges from the 
parent “repeatedly and intensely attempts to direct the child’s immediate attention and/or 
behavior” (categorized as “poor interaction”) to “tailors directiveness based on the child’s 
behavior throughout by allowing adequate response time and/or independence” (categorized as 
“optimal interaction”) (Ruble et al., rev 2005 as reproduced in Ruble et al., 2008, p. 9).  
Examples that may be classified as mild to moderate Spurning, which appear to also fit under the 
definition of directiveness (erring on the side of a poor interaction) may include: parent stating “I 
better do this part for you,” parent telling the child to stop crying or to smile, and talking “over” 
a child.  Similarly, examples that may be classified as mild to moderate Corrupting/Exploiting, 
which also seem to be covered under the definition of directiveness are: Models/demonstrates 
inefficient or incorrect procedure for handling task (in doing so, the parent may be trying to 
direct the child away from an ineffective method), gives child the role of “mom’s assistant,” 
parent takes over activities, or limits the child’s participation.  
Overall, findings regarding the impact of parental directiveness on child behaviors are 
inconsistent.  Research has found both negative associations between parental directiveness and 
child prosocial behaviors and engagement in play (Diken & Mahoney, 2013; Prizant, Wetherby, 
& Rydell, 2000 as cited in Ruble et al., 2008) and a lack of correlation between parental 
directiveness and child social initiation (Ruble et al., 2008).  Furthermore, it is posited that 
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directiveness has varying effects on children based on their developmental level (Landry, Smith, 
Swank, & Miller-Loncar, 2000), where directives may only be beneficial at lower developmental 
levels.  Additionally, Ruble et al. (2008) summarizes McCathren, Yoder, and Warren’s (2005 as 
cited in Ruble et al., 2008) study, “suggesting that directives that maintain child engagement or 
that introduce a new focus to an unengaged child may enhance development for young children 
with disabilities, whereas directives that redirect child attention may not” (p. 4).  
 Within the unstructured task, when negative parenting was low, children with lower 
cognitive abilities displayed more negativity; however, when negative parenting was high, 
children with higher cognitive abilities displayed more negativity.  If some aspects of negative 
parenting (Spurning and Corrupting/Exploiting) were better understood as parental directiveness, 
children with lower cognitive abilities may have required more directives in order to be 
successful.  They may have benefited from additional parental interference and prompting.  
When not received, children with lower cognitive functioning may have become more negative.  
Alternately, children with higher cognitive abilities may require less intrusiveness from their 
parents in order to be successful.  As a result, when parents displayed too much directiveness, 
children with higher cognitive abilities may have displayed frustration and annoyance towards 
their parents.   
 Additionally, in the structured task, negative parenting was not associated with the child’s 
experience of the session.  Specifically, none of the negative parenting scales were correlated 
with the child’s experience of the session.  However, in the unstructured task, the child’s 
experience of the unstructured session was associated with parental Corrupting/Exploiting and 
Spurning.  Therefore, in the structured task, Corrupting/Exploiting and Spurning behaviors may 
serve a different purpose or be perceived in an alternative manner.  If low levels of negative 
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parenting, in the form of Corrupting/Exploiting and Spurning, are similar to directiveness, 
children may benefit from these behaviors in the structured task.  Within the structured task, 
children were required to build a house and likely required greater assistance from their parents 
to complete the task.  As such, they may have required more commands, control, and directives 
from their parents. 
In this sample, negative parenting was not associated with the experience of the child 
during the structured task.  As a result, children with ASD may not view low levels of negative 
parenting during the parent-child interaction as ineffective and/or negative, much in the same 
way that directiveness may be perceived by these children as a positive/helpful behavior.  A 
comparison of the definitions and examples of directiveness, spurning, and corrupting/exploiting 
reveals some similarities to low levels of spurning and corrupting/exploiting.  The results of this 
dissertation imply that there may be some crossover in these definitions.  
Comorbidity.  Interesting results were found when including child comorbidity as a 
covariate in hypothesized models.  Specifically, parents exhibited greater degrees of observed 
patience (positive parenting factor for the structured task) when their children did not have a 
comorbid disorder (i.e., only diagnosed with ASD).  In the structured task, parents also exhibited 
more negative parenting when their child had a comorbid disorder.  Additionally, in the 
unstructured task, when experiencing higher levels of positive parenting, children without a 
comorbid disorder exhibited better experiences of the session. Further investigation of 
correlations between individual observational scales and child comorbidity revealed significant 
associations between comorbidity and both parental mental status and the quality of 
instruction/structure provided by the parent.  It seems likely that ADHD might be a strong 
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contributing factor within the comorbidity variable (eight out of nine children with comorbid 
diagnoses were diagnosed with ADHD).  
As discussed in the dissertation’s literature review, maladaptive, externalizing, and 
problem behaviors (including hyperactivity and impulsivity) have been linked to parental stress 
in the ASD population (Donenberg & Baker, 1993; Lecavalier et al., 2006; Osborne & Reed, 
2009; Seltzer et al., 2001).  As a result, increased stress is likely to impact parental behaviors, 
especially parental patience and negative parenting practices.  An examination of parent-child 
relationships in ADHD samples reveals that parents of children with ADHD use more negative 
and less positive parenting strategies in comparison to parents of neurotypically developing 
children (Johnston, 1996).  In addition, hyperactivity can create unique challenges for parents, in 
some ways similar to those of antisocial behaviors (Patterson, DeGarmo, & Knutson, 2000).  
Alternatively, studies suggest that parent-child conflict predicts ADHD and diagnoses of 
comorbid disorders (Burt, Krueger, McGue, & Iacono, 2003; Rutter, Pickles, Murray, & Eaves, 
2001).  Furthermore, children with ASD and ADHD are at greater risk for engaging in bullying 
behavior than children solely diagnosed with ASD (Montes & Halterman, 2007b).  In addition, 
ADHD is a highly heritable disorder (Larsson, Chang, D’Onofrio, & Lichtenstein, 2014); 
therefore, parents of children with ADHD might also exhibit symptoms of inattention, 
impulsivity, and hyperactivity, which could impact parenting behaviors.  Taken together, it is 
likely that parents of children with both ASD and ADHD may exhibit lower levels of patience 
and higher levels of negative parenting.    
These results may also be explained by a possible additive effect of comorbid conditions, 
where additional problem behaviors add to parent strain and test a parent’s patience.  Similarly, 
the variable of comorbidity captured many of the “behavior problems” of children with ASD.  
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Guttmann-Steinmetz et al. (2009) studied ODD behaviors in children diagnosed with ASD, 
ADHD, and combined ASD and ADHD, and they concluded that ADHD was a risk factor for 
ODD symptoms in individuals with ASD.  As such, children with both ADHD and ASD may be 
especially challenging to parent. While little research has examined comorbid ASD and ADHD, 
possibly because the DSM-IV-TR diagnostic label of autism precluded a comorbid diagnosis of 
ADHD (American Psychological Association, 2000), researchers have indicated that the 
presence of a comorbid disorder with ASD has an adverse effect on parental wellbeing (Kring, 
Greenberg, & Seltzer, 2008).  It is possible that children with ASD and ADHD have even greater 
social difficulties than a child diagnosed with only one of the disorders; therefore, children with 
comorbid ASD and ADHD may not be sensitive to social reinforcement and may be less aware if 
their parent is being positive or negative.   
Very little research has been conducted examining interventions for individuals with 
ASD and comorbid disorders (Damiano, Mazefsky, White, & Dichter, 2014).  In order to assist 
parents of children with ASD and a comorbid disorder, it is possible that a multimodal approach 
to intervention would be helpful.  It is clear from this dissertation that parents of children with 
comorbid conditions require extra assistance and support in managing ASD behaviors, as well as 
behaviors in other domains.   
Hispanic Parents.  Results suggested that Hispanic parents had children who displayed 
less negativity within the unstructured task, which may mean that Hispanic parents engaged in 
lower levels of parenting behaviors that could elicit child negativity.  It appears that having a 
Hispanic parent acted as a protective factor with regards to child negativity.  Within the literature 
review, the majority of studies on parenting behavior and parenting wellbeing were conducted 
with Caucasian samples.  As a result, more ASD research is needed with minority samples.  
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However, based on examinations of Hispanic parenting, this sample of parents may have 
exhibited more tolerant parenting, typically characteristic of Hispanic parents’ parenting styles 
(Long, 2004).  Calzada and Eyberg (2002) state that Hispanic mothers (specifically Dominican 
and Puerto Rican mothers living in the United States) “engage in high levels of praise and 
physical affections and low levels of harsh, inconsistent, and punitive parenting behaviors” (p. 
354).  Interestingly, research (Magaña & Smith, 2006) suggests that Hispanic (specifically 
Latina) mothers of children with ASD were less stressed and had higher levels of wellbeing than 
Caucasian mothers; this relationship was mediated by the mother’s “satisfaction with co-
residence” (rated on a Likert scale of 1-item: “Taking all things together, how does having your 
son or daughter with autism live at home work out for you?”; Magaña & Smith, 2006, p. 349).  
In addition, Blacher and McIntyre (2006) found that Hispanic (specifically Latina) mothers of 
children with ID displayed higher levels of depression than Caucasian mothers; however, they 
reported “more positive perceptions of parenting” (p. 194), which may have a significant effect 
on parenting behaviors.  From a cultural perspective, the reliance of Hispanic parents on familial 
and social supports may provide even greater levels of resilience when faced with difficult child 
behaviors.  Taken together, Hispanic parents’ high levels of positive parenting behaviors, low 
levels of negative behaviors, and tolerance of a range of child behaviors, coupled with their 
acceptance of a diagnosis of ASD, may positively impact their children's behaviors.  Potentially, 
better parental management and coping with a child's challenging behaviors, and tolerance of 
difficult behaviors, may contribute to lower levels of child negativity directed towards Hispanic 
parents.  
Future Directions 
Based on this dissertation, it is clear that additional research is necessary regarding 
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parenting behaviors in an ASD population.  In this section, some future directions for research 
studies are suggested. 
 First, while during the course of this dissertation data was collected based on a clean up 
task on about half the sample, additional participants are needed in order to analyze the data and 
draw conclusions.  This type of task is a useful one, because the parent is putting a demand on 
the child.  It can create a stressful environment if the child does not want to put his/her toys 
away.  A clean up task also provides data regarding a parent’s instructional style, and researchers 
are able to view how the parent has their child comply with directions.   
 Second, based on the interesting data regarding comorbidities in ASD, future studies 
should include four groups of dyads.  Groups should include parents of children with ASD, 
ADHD, comorbid ASD and ADHD, and a neurotypical group as a comparison.  Examining the 
differences between parenting behaviors in each of these groups would help researchers to better 
understand the core parenting dimensions in developmental disabilities and determine what is 
unique to each group.     
 Third, in order to better understand potential differences and similarities of ASD 
parenting behaviors between ethnic and racial groups, future research should continue to expand 
the ASD literature on Hispanic and Black families.  In addition, current research suggests that 
Hispanic and Black children are diagnosed later in life than Caucasian children (Liptak et al., 
2008; Mandell et al., 2002, 2006); yet, it is unknown if time of diagnosis impacts the three most 
important domains of parenting. For one to draw conclusions about ethnic/racial differences in 
parenting children with ASD, a larger sample size and data on time of diagnosis is needed. 
 Fourth, in future studies, it is necessary to examine the effects of parental behaviors on 
child behaviors and child behaviors on parental behaviors.  In order to begin examining this, the 
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order of the tasks should be counterbalanced.  This will help researchers to examine the effects 
of behaviors in one task on another task.  Additionally, children with ASD typically have 
difficulties with transitions (Mesibov et al., 2004).  While t-tests, which examined differences in 
mean scores of child behaviors across tasks (unstructured child experience of the session versus 
structured child experience of the session; unstructured child negativity versus structured child 
negativity), did not reveal significant differences, children may have universally had more 
difficulties and/or exhibited greater amounts of problem behaviors in the structured task because 
they were required to shift their attention from a free play task to a structured task. Alternatively, 
children with ASD tend to thrive in more structured settings in comparison to unpredictable, 
unstructured settings (Mesibov et al., 2004).  As a result, they may consistently appear more 
focused and socially engaged during the structured task.  Counterbalancing the order of the tasks 
will help researchers to better understand task-specific differences in participant behaviors.  
As stated earlier, child behaviors observed during the parent-child interaction task should also be 
measured with a more comprehensive assessment in order to better understand the parent-child 
relationship as expressed during the interaction.  In addition, it will be important to use a 
microanalysis to examine how child aggression/dysregulation and negative parenting behaviors 
at the beginning of a session impact parental and child behaviors at a later time point within the 
session.  A microanalysis would allow researchers to determine if the parent or child acts 
aggressively first and could be helpful in identifying the various ways that the dyad responds to 
one another.  It could also aid in determining if a child's dysregulation drives parent behaviors, or 
vice versa. 
 Fifth, a closer examination of parental instruction is necessary to best examine if/how 
parents vary their behaviors based on their child’s cognitive and symptom-specific behaviors.  
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Across ASD interventions, therapists learn to vary their instruction, materials, and learning 
objectives based on a child’s unique presentation (Rogers & Dawson, 2009; Mesibov et al., 
2004; Greer, Dudek-Singer, Gautreaux, 2006).  Additionally, in order to best teach children with 
ASD, parents and interventionists may be taught to alter their own behaviors, which seem innate.  
For example, parents are routinely informed that children who are exposed to more language, 
develop better language abilities (Hart & Risley, 1995); however, the Early Start Denver Model 
suggests using the “one-up rule” (i.e., using utterances with one word more than the length of the 
child’s utterances; Rodgers & Dawson, 2009) when working with a child with ASD.  
Furthermore, due to differing cognitive abilities from neurotypical children, children with ASD 
routinely benefit from the use of visuals to aid in their learning (Quill, 1997).  Structured 
TEACCHing strategies employ the use of more visuals and less language when working with a 
child with ASD (Mesibov et al., 2004).  These strategies may seem foreign to many parents.  
Importantly, in some such interventions, parents are viewed as co-therapists (Mesibov et al., 
2004); however, parenting behaviors are rarely assessed comprehensively or formally prior to 
interventions.  Instead, treatments focus on child behaviors at the time an intervention begins.  In 
order to best assist parents of children with ASD, it may be necessary to formally assess how 
parents typically manage their child’s behaviors and how parents routinely interact with their 
child at the time treatment begins (similar to the assessment of PRIDE skills in PCIT; McNeil & 
Hembree-Kigin, 2010).  Future studies should address this gap in intervention research.   
 As discussed earlier, the measurement of child aggression was not a sensitive measure of 
aggression.  Future research should examine the relationship between child aggression, using 
more comprehensive measurements, and parental behaviors.  It would also be informative to 
investigate whether a child's cognitive ability moderates the relationship between observed 
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aggression and parenting.  Parental perception and report of child aggression may vary from 
aggression observed within the session.  This area of research is important to examine, because 
parental perceptions of aggression may impact parenting behaviors more than observed child 
aggression.   
 Next, it is essential that parent’s own characteristics, beliefs, and psychological and 
cognitive functioning be examined in relation to parenting behaviors.  It is well-established in 
research of typically developing children and problem behavior children that parental stress, 
impacts parenting behaviors, which can in turn, impact child behaviors (Egeland et al., 1988; Fite 
et al., 2006; Lutzger, 1984; Patterson, 1986; Vuchinich et al., 1992; Webster-Stratton & 
Hammond, 1988; Wolfe, 1985).  Furthermore, in ASD research, evidence exists that child 
behaviors/symptoms impact parenting stress (Davis & Carter, 2008; Donenberg & Baker, 1993; 
Lecavalier et al., 2006; Osborne & Reed, 2009; Seltzer et al., 2001).  As such, it is likely that 
parental stress acts as a mediator in the relationship between child behaviors and parenting 
behaviors (i.e., child behaviors/symptoms impact parenting stress, which impacts, parenting 
behaviors, which can then impact child behaviors).   Parenting stress was not examined as a 
variable in this dissertation and it is essential that it be included in models examining parenting 
behaviors in this population.  Similarly, a parent’s own psychological and cognitive functioning 
can greatly impact their parenting behaviors.  In this population in particular, some parents 
exhibit differences in these domains consistent with the broader autism phenotype, suggesting 
lower perspective taking and executive functioning abilities (Baron-Cohen & Hammer, 1997; 
Hughes, Leboyer, & Bouvard, 1997), and the presence of greater rigidity and aloofness (Piven et 
al., 1994, 1997).  In order to best understand this population’s parenting behaviors, it is necessary 
to examine these traits as well.  In addition, research should explore the impact of parental 
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perspectives of ASD, perspectives of parenting, coping strategies employed, and acceptance of 
the ASD diagnosis on parenting behaviors.  Future research should integrate these models with 
those of parenting behaviors and parenting wellbeing in order to more fully research the 
influence of parenting psychological factors on parenting behaviors. 
 Lastly, it is essential that additional studies examine the parent-child context of dyads of 
parents and children with ASD – studying ranges of child ethnicity, race, cultures, and age.  
Studying parenting behaviors in an ASD context is a growing area of research.  Further 
observational studies (such as Boonen, Lambrechts, et al., 2014) are necessary in order to better 
understand ASD parenting practices and to replicate findings. 
Conclusion 
Taken together, conclusively low rates of negative parenting were observed within an 
ASD sample.  The high levels of positive parenting and low rates of negative parenting, suggest 
that parents of children with ASD utilize high levels of positive parenting and engage in 
comparatively low levels of harsh parenting, even though their children may exhibit extremely 
challenging behaviors.  Limited research examining parenting behaviors in the ASD population 
was possibly due to the fear of offending parents after researchers once inaccurately blamed 
parents for causing their child’s disability; however, the results of this dissertation indicate that 
parents of children with ASD generally display supportive and flexible parenting.    
Furthermore, the parent-child relationship of parents and children with ASD does not 
appear to differ greatly from the parent-child relationship of parents and neurotypical children, in 
that similar trends are exhibited.  Children with ASD act more negatively towards their parents 
when negative parenting is exhibited; however, this relationship varies based on child cognitive 
levels in some contexts.  Positive parenting is related to the degree to which children appear to 
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have a good experience of the session; however, this relationship was impacted by child 
comorbidity in some contexts.  Additionally, the presence of comorbid disorders is associated 
with the degree to which parents exhibit patience.  Parents display higher levels of patience with 
children who do not have comorbid disorders.  In addition, Hispanic parents tended to have 
children who directed less negativity towards their parents.  Overall, child cognitive level and 
symptom severity did not have the expected moderation effect, between parent and child 
behaviors. 
The sample, of largely minority, working and middle class families, demonstrated 
generally positive parenting.  Specifically, parents exhibited high rates of positive parenting 
(Unstructured Positive Parenting, Structured Emotional Support, and Structured Patience) and 
low rates of negative parenting (Unstructured Negative Parenting and Structured Negative 
Parenting).  When compared to maltreating parents and parents of a comparison group from 
Brassard et al. (1993), parents of children with ASD exhibited significantly lower rates of 
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Psychological Multifactor Care Scale – ASD Adapted Version (adapted with permission 
from the Psychological Multifactor Care Scale, formerly known as the Psychological 
Maltreatment Rating Scale; Hart & Brassard, 1986; Brassard, Hart & Hardy, 1993; 
Donnelly, Brassard, & Hart, 2014) 
 




Circle one:  Unstructured  Structured  Clean Up 
 
During Clean Up (check one):  ____ child cleaned up  
_____mother cleaned up 







1. Mother’s Supportive Presence 




2. Mutual Pleasure 




3. Body Harmonics 





4. Mother’s Mental Status 







5. Mother’s Emotional Response to Task and Situation 





6. Parental Touching 





7. Denying Emotional Responsiveness 




Tally:  Mild/moderate –  
 Strong –  
 Extreme – 
 
 
8.  Quality of Instruction/Structure 





9. Respect for Child’s Autonomy (do not code for Clean Up) 





10. Strategies for Maintaining Child’s Task Involvement 





11.  Spurning 






Tally:  Mild/moderate –  
 Strong –  
 Extreme – 
 
12. Terrorizing 




Tally:  Mild/moderate –  
 Strong –  
 Extreme – 
 
13. Isolating 




Tally:  Mild/moderate –  
 Strong –  
 Extreme – 
 
14. Corrupting/Exploiting 




Tally:  Mild/moderate –  
 Strong –  
 Extreme – 
 
 
Child Behavior Codes – Adapted from Egeland & Sroufe (undated) 
 
15. Child Negativity  
 




16. Child Experience of the Session  
 






Additional Code  
 
17. Child Aggression Tally 
 
Physical –  






1. Mother’s Supportive Presence (summary code) 
 
A Mother scoring high on this scale expresses positive regard and emotional support to 
the child.  This may occur by acknowledging the child’s accomplishments on the task or 
unrelated task the child is doing (e.g., building a house of blocks), encouraging the child with 
positive emotional regard (e.g., “you’re really good at this,” “you got another one right”) and 
various other ways of letting the child know that he/she has her support and confidence to do 
well in the setting.  If the child is having difficulty on the task, the mother is reassuring and calm, 
providing an affectively positive “secure base” for the child, perhaps leaning closer to the child 
to give a physical sense of support.   
A mother scoring low on this scale fails to provide supportive cues. She might be passive, 
uninvolved, aloof, or otherwise unavailable to the child.  She may also appear impatient, as if she 
feels like the activity is a waste of her time and she rather be doing something else.  Such a 
mother also might give observers the impression that she is more concerned about her own 
adequacy and how she is presenting to the camera, rather than displaying concern about the 
child’s emotional needs.   
A potential difficulty in scoring this scale is to discount messages of mothers that 
seemingly are supportive in verbal content but are contradicted by other aspects of 
communication (e.g., the mother seems to be performing a supportive role for the camera and not 
really engaged in what the child is doing or feeling). Signs of such questionable support are: 
improper timing of support, mismatch of verbal and bodily cues, and failure to have the child’s 
attention in delivering the message.  These types of supportive messages would not be weighted 
highly because such features suggest that the mother’s supportive presence is not a ‘sincere’ 
aspect of their interaction outside the laboratory setting.   
Conversely, the mother may seem more supportive than she appears in this situation 
because she has approached this task as a test of the child’s achievement and has not used as 
much support as she might have.  Yet, the qualitative features of her support would merit a high 
score.   
Codes: 
1. Low – Mother provides little or no emotional support to the child.  The mother may be 
aloof and/or unavailable.  She may also be hostile towards a child who shows he/she is in 
need of support.  If support is displayed, it is minimal and not timed well, either being 
given when the child does not really need it, or only after the child has become upset.  




2. Moderate – This mother does an adequate job of being available when her child needs 
support.  She may lean closer as the child shows small signs of frustration and praise the 
child’s efforts to show that she is available and supportive, but inconsistency in this style 
makes her support unreliable as a supportive presence to the child.  Additionally, she may 
have failed to provide support at crucial times in the session (i.e., when support was 
needed by the child). 
3. High – Mother skillfully provides support throughout the majority of the session.  She 
establishes herself as supportive and encouraging toward the child and provides support 
when the child needs it.  As the child experiences more difficulty, her support increases 
in commensurate fashion.  If the child is having difficulty, she finds ways to structure the 
problem to reward some sort of success by the child and encourage whatever solution the 
child can make.  She may have minor lapses, but for the most part, she is emotionally 
supportive and reinforces the child’s successes.   
 
2. Mutual Pleasure (summary code) 
 
Dyad’s emotional connectedness and shared experience of mutual pleasure. 
 
 Codes: 
1. Minimal – The dyad shows no/minimal signs of a positive emotional connection.  There 
are no shared smiles and there may be no mutual eye contact.  Mother and child seem to 
be hesitant to share positive emotions or seem to be restricting positive emotional 
expression for some reason (e.g., silently angry). The mother and child show no signs of 
having fun together.  
2. Moderate – The dyad shows some signs of positive emotional connection, however, the 
frequency and degree of positiveness is no more than moderate.  Sharing of positive 
affect occurs, however, it is occasional in frequency, restricted in tone and/or duration, or 
a combination of these, and/or mother and/or child shows some restriction or hesitancy in 
sharing emotion. [Code “2” if the dyad is emotionally connected, but one or both 
members are not having fun; also Code “2” if there are a number of instances where one 
or both members of the dyad experience discomfort, boredom or frustration] 
3. High – The dyad shows clear signs of a positive emotional connection, which are positive 
and enthusiastic in tone and occur regularly throughout the session.  The dyad may show 
frequent mutual eye contact or the dyad may show positive, enthusiastic sharing of 
positive emotions (e.g., “four-eyed” smiles).  Neither the mother nor child shows signs of 
restricting emotional communication with each other.  The mother and child seem to be 
having fun together.  Also code 3 if both mother and child express interest and seem 
content, and no negativity, discomfort, boredom, or frustration is evident. 
 
3. Body Harmonics (predominant mode) 
 





*Note: For some tasks (e.g., Magna Doodle) parents may be sitting next to or just behind their 
child, typically in order to both be oriented towards a toy/task, but are engaged in the same task.  
If this occurs as the predominant mode, code “4”. 
 
 Codes: 
1. Neither mom nor child oriented to the other (similar to parallel play) 
2. Child oriented to mom, mom not orientated to child 
3. Mom oriented to the child, child not to mom 
4. Both oriented towards each other – mom oriented to the child, child to the mom 
 
4. Mother’s Mental Status (summary code) 
 
*Note: A code of “2” does not indicate that the parent is at-risk of a mental illness; a code of “2” 
indicates that the parent is displaying one or more of the behaviors listed under a “2” 
 
Do not consider an overall mode of “angry” or “impatience” if mother is using appropriate, firm 
limit setting in response to a child’s inappropriate behaviors (e.g., throwing a toy, breaking a toy, 
and/or hitting a parent).  However, if a parent uses a harsh tone, threatening voice, or threatening 
words while attempting to discipline/set limits, this should be coded here. 
 
Codes: 
1. Mother exhibits clear signs of mental distress and/or mental health problems (e.g., 
depression, hyperactivity, psychotic behavior, mania, etc.) 
2. Mother’s mood and/or behavior may appear anxious, distressed, angry, or impatient, 
but shows no overt signs of mental illness (This may include the mother appearing a 
little sad, uneasy, worried, impatient, and/or angry) 
3. No mental or psychiatric impairment obvious to the observer 
 
5.   Mother’s Emotional Response to Task and Situation (summary code) 
 
ON CLEAN-UP – “ Passive” would be considered putting forth very little effort, not 
encouraging the child, and not being actively involved (minimal effort would be put in by the 
parent). “Business like” would be considered a parent who is actively involved and keeping the 
child involved.  They may also say “OK, we have to clean up” or “come on, put the Legos in the 




1. Negative Response - Overt negative response: bored, irritable, impatient (e.g., Mother 
says, “this stinks”) 
2. Passive Response/Lack of Interest- Passive or resigned (e.g., “OK, we have to do 
this”). Clearly no interest or enthusiasm but no overt negativity 
3. Business like OR mix of a positive and negative response – Actively involved, but no 
positive or negative emotion displayed OR parent displays a mix of positive (e.g., 
expresses interest) and negative (e.g., signs of frustration or impatience) emotions. 
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4. Positive - Participates with interest and enthusiasm, and demonstrates occasional 
pleasure or enjoyment of the toys/task.  Positive emotions can include expression of 
empathy and concern, not just pleasure and personal enjoyment. 
 
6.  Touching (circle ANY that apply) 
 
Code parental touch, not child touch – Specifically, if the child reaches out to touch the parent 
(in a hostile OR affectionate way), this is NOT coded.  However, if the parent 
reciprocates/responds in any way, this should be coded. 
 
Codes: 
0. No touch/inadvertent touch (e.g., fingers brush as both reach in to get a toy) 
1. Hostile touch (pinching, hitting, slapping, tightly gripping) 
2. Touching to control (e.g., hold down, direct, hold down to control an out of control 
child, hold to control child’s movement; if for example the child began hitting 
themselves, and the parent held both of the child’s arms down at their sides to keep 
them from hurting themselves) 
3. Touching to encourage or appropriately prompt/direct child’s attention (e.g., tap on 
shoulder before pointing to an object) 
4. Touching to make child attend (e.g., including moving the child’s face or putting 
“blinders” on the child to direct them to make eye contact) 
5. Touching to direct by using hand over hand (e.g., parent puts their hand on top of 
their child’s hand and moves the child’s hand) 
6. Affectionate touch (no seductive overtures; e.g., giving a hug, touching child's hair, 
high five) 
7. Other touch (if you see any other type of touch, code 7 and note what you saw) 
 
 7.  Denying Emotional Responsiveness  (code based on amount of incidents observed) 
 
Coding judgments regarding negative acts by parent/caregiver (an act/instance is considered one 
interaction/topic.  For example, the mother says something, the child replies, and the mother or 
child says something else on the same topic): 
0. Non occurrence 
1. One to two mild-moderate acts  
2. Pattern of repeated mild-moderate acts (3 or more instances) or one strong act 
3. Pattern of repeated strong acts (2 or more instances) or one extreme act (worse than 
extreme) 
 
Judge acts, not intentions or consequences.  Don’t judge on basis of a hypothesis or general point 
of view you’ve formed, put down what you see even if there is contradictory evidence (accepting 
and rejecting behaviors). 
 
Keep tallies for mild/moderate, strong, and extreme behaviors. 
 




If child makes explicit-direct-overt demands/requests (including affective, cognitive and motor 
demands and/or requests), a parent who denies emotional responsiveness may respond by 
ignoring, behaving in detached/uninvolved manner, failing to respond, avoiding interaction, or 
refusing to interact 
 
If child makes implicit-indirect-covert needs/requests (including affective, cognitive, and motor 
needs/requests), a parent who denies emotional responsiveness may respond by ignoring, 
behaving in detached/uninvolved manner, failing to respond, avoiding interaction, or refusing to 
interact 
 
Additionally, unavailable posturing of parent would discourage a child from seeking a response 
and would also be considered denying emotional responsiveness.   
 
Examples of this are listed below: 
Mild –  
• Child says “this is fun” or “this is hard” and Mom shows no response 
• Child seems worried (frown, body posture, nervous behaviors) and mother shows little to 
no response 
• Mom attending to child – eye contact and posture – is at low level under conditions 
where more would be expected 
• Mom attending to child, but arms crossed (e.g., if mom crosses her arms in response to 
child during a critical period or sustained arm crossing or consistently displays this 
posture throughout the interaction) 
 
Moderate –  
• Child says “how do you do this?” or “I don’t understand” and must repeat it several times 
to get a response or takes a while for the parent to respond  (i.e., prolonged time before 
response) 
• Child appears very elated/excited or worried/depressed about what she/he’s just done or 
will do next and mother shows little to no response (e.g., Child is very excited about the 
toys/task and the parent shows little to no response) 




• Child makes requests or asks for help and mom does not respond at all or lets child know 
child is on his/her own by saying “go on working” or “ you figure it out” 
• Mom doesn’t respond to child’s reasonable but non-task oriented requests – “I’m thirsty” 
or “I want a drink” 
• Child visibly shows very strong reaction to situation (e.g., cries, shakes, throws materials 
down) and mother does not respond 
• Mom maintains body orientation and posture away from child’s position in an unusual or 
awkward way that doesn’t fit – and other options are available (e.g., Mother actively 





8. Quality of Instruction/Structure (summary code; structured and clean up task item) 
 
The important features of this rating are how well the mother structures the situation so that the 
child knows what the task objectives are and receives hints or corrections while attempting to 
build a home.  These  hints or corrections are: a) timely to his/her current focus, b) paced at a rate 
that allows comprehension and use of each approach/cue, c) graded in logical steps that the child 
can understand, and d) stated clearly without unnecessary digressions to unrelated phenomena or 
aspects of the task that might only confuse the child.  The mother’s approach suggests that she 
has some sort of plan for how her instructions/structure will help the child.  Yet, she is also 
flexible in her approach and uses alternative strategies or rephrases suggestions when a particular 
cue is not working, and she coordinates her suggestions to the effort that the child is making to 
solve the task.  Lastly, she keeps the child focused and helps them to attend to the task.  If the 
child begins to go off task (begins to build a car) she helps to bring the child back to the task at 
hand (building a house).  
 
Codes: 
1. Low- Lack of/poor instructions/structure.  Minimal instructions/structure is given.  Most 
attempts (if any) are ineffective.  Child may not understand what to do or what is 
expected of him/her due to lack of instructions.  And/or the mother’s attempt to structure 
the child’s environment/instructions are uniformly of poor quality (i.e., poor timing/pace, 
incomprehensible, no scaffolding, etc.).  She is either totally uninvolved or fails to 
structure the tasks effectively.   
2. Moderate – Adequate instructions/structure. Mother provides adequate structure and 
instruction for the child to work on the tasks during much of the session, but overall, her 
structure/instruction is lacking at several points in the session.  Alternatively, the mother 
may approach the tasks in a way that is very structured, but requires the child to attend 
primarily to her directives and allows little opportunity for the child to engage the 
task/toys directly.  She may also provide a mix of good and bad instructions/structure 
(some sufficient instructions/structure (e.g., suggestions when the child is having 
difficulty) with poor instructions/structure (e.g., giving very fast paced directives) as 
well.  
3. High – Effective, continuous, and appropriate instructions/structure. Mother 
demonstrates most characteristics of effective instruction/structure consistently 
throughout the session.  The tasks are sufficiently structured so that the child understands 
the objectives and can attempt to solve the problems directly.  Mother’s assistance is 
coordinated to the child’s activity and needs for assistance.  For the most part, the mother 
keeps the child’s attention and focus on task. 
 
8. Quality of Instruction/Structure (summary code; unstructured task item) 
 
During the unstructured portion of the session, the mothers scoring high on this scale provides 
support to the child and structure when needed.  If the child has difficulties with one of the toys, 
she provides instructions in a graded, logical, and timely manner.  She uses vocabulary that is at 
the child’s level and makes helpful comments when the child is in need.  She stimulates the 
child’s educational environment by making comments and elaborations on what the child is 





1. Low- Lack of/poor instructions/structure.  Mother fails to provide adequate 
structure/instructions.  Mother may try to help the child once, but is ineffective and 
unsuccessful in giving instructions and/or structuring the session.  Child may not 
understand what to do or what is expected of him/her due to lack of instructions/structure.  
The mother’s attempt to structure the child’s environment/instructions are uniformly of 
poor quality.  She may be totally uninvolved and/or she may set-up the environment in a 
poor manner that makes it difficult for the child to successfully play with the toys at 
hand. 
2. Moderate – Mostly Adequate instructions/structure.  Mother provides adequate structure 
and instruction during much of the session, but overall, her structure/instruction is not 
sufficient.  Alternatively, the mother may approach the tasks in a way that is very 
directed/structured, but requires the child to attend primarily to her directives and allows 
little opportunity for the child to engage the toys. She may provide a mix of good and bad 
instructions/structure (e.g., attempting to help the child decide what toy to play with 
while then setting up a game in a way that makes it difficult for the child to have any 
success).   
3. High – Effective, continuous, and appropriate instructions/structure.   Mother 
demonstrates characteristics of effective instruction/structure.  The tasks are sufficiently 
structured so that the child understands the objectives and can attempt to solve the 
problems directly.  Mother’s assistance is coordinated to the child’s activity and needs for 
assistance.  The mother may not need to structure the session or give many instructions if 
the child understands what is expected of them, but the mother mostly keeps the child’s 
attention and focus on the chosen task and stimulates their educational environment. (e.g., 
the mother may help the child pick a toy to play with and then help to guide the child 
through using the toy).  
 
9.  Mother’s Respect for Child’s Autonomy (do not code for clean up) 
 
This scale reflects the degree to which the mother acted in a way that recognized and respected 
the validity of the child’s individuality, motives, and perspectives in the session.   
 
A mother scoring low on this scale would be very intrusive in her interventions with the child, 
exerting her expectations on the child in a way that makes the child a satellite or servant of the 
mother rather than a mutually negotiated relationship, or implicitly defining her interactions in 
terms of a win-lose power struggle in which compliance by the child makes the mother the 
winner and the child submissive.  Mothers may intrude either harshly or with affection; in either 
case, her actions do not acknowledge the child’s intentions as real or valid and communicate that 
it is better and safer to depend on her for direction than to attempt individuality.   
 
In contrast, a mother scoring high on this scale acknowledges the child’s perspectives and desires 
as a valid part of the child’s individual identity.  A mother scoring very high does this explicitly 
by negotiating rules with the child, verbalizing her acknowledgement of the child’s intentions, 
does not deny the child’s right to those desires, and models her own identity and the validity of 
her own desires in the way she expects the child to respect her individuality, too.  Note: Mother 
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can get a low score just by denying the child’s individuality strongly (e.g., interrupting the child, 




1. Very Low – Mother completely denies the child’s individuality in the techniques she uses.  
Mother may be intrusive, physical, and forceful in controlling the child. 
2. Low – Mother may deny the child’s individuality, but there are a few opportunities for the 
child to experience autonomy, whether by variation in mother’s approach or simply by 
occasional absence of maternal controls over the child.  Mostly, however, this mother’s 
style denies the child’s autonomy and mother is intrusive. 
3. Moderate – Mother is moderately intrusive.  Although mother does not deny the child’s 
separate identity, she does very little to support the validity of the child’s individuality.  
She might communicate doubts to the child about the appropriateness of having his/her 
intentions, or intrude abruptly on the child several times. 
4. Moderately High – Mother does allow the child some autonomy of intentions, but she 
does not actively support and reinforce this perspective in the child.  She may reflect the 
child’s intentions and ideas by engaging the child, but she also exerts her will at times 
over the child in a way that shifts the child’s perspective. 
5. High – Mother very clearly interacts with the child in a way that acknowledges the 
validity of the child’s perspective, encourages the child to take the lead/participate 
 
10. Strategies for Maintaining the Child’s Task Involvement (predominant mode):  
This scale reflects the methods used by the mother to encourage and maintain task involvement 
on the part of the child.  The parent’s use of verbal reinforcement (positive and negative) is 
paramount in this item.  Parents are rated higher when they involve the child in the task and in 
the enjoyment of the process of working together.  They are rated higher for more specific praise 
versus nonspecific praise.  They are rated higher for using praise versus bribes or threats to 
engage the child.  Parents who have a child who is noncompliant are not automatically rated 
lower if they respond appropriately by trying other strategies until the child cooperates or they 
decide that the task cannot be continued. 
 
Rule: If are between 2 codes and you have seen signs of threats, manipulation or coercion in 
order to promote the child’s involvement, code the lower of the 2 codes (even if some positive 
methods are used). 
  
Codes: 
1. Lack of effort/Threatening - Parents may receive the lowest score in 2 ways: either little 
or no effort is made to involve the child in the task OR Physical and verbal threats are 
used to promote the child’s involvement in the task as in, “Do this or else!”. Punitiveness 
is the major strategy for control – the child is coerced to act to avoid unpleasant behaviors 
by the adult. 
2. Manipulation/Coercion - Parental bribery or whining the primary strategies used to 
promote the child’s involvement.  Rewards not associated directly with the task are given 
or promised to get the child to participate.  Examples: “You’ll (We’ll) get ice cream if we 
can finish this game, job, etc.,” or parent nags and/or whines until the child complies 
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(e.g., in a whining voice says, “Come on, help me, I want to do this well”).  **Note, the 
parent may use other ineffective strategies, such as intrusive questions or directives, as 
well, but those are not the only strategies used. 
3. Directives only - Clarifying, giving information, and directing the task are the methods 
used to enlist child involvement.  No praise, no threats, and no bribes are used.  For 
example, a parent may give step-by-step instructions to a low functioning child, and not 
threaten or praise either. 
4. Information and non-specific praise - Clarifying structure and giving information about 
the task process are used to prompt and enlist the child’s involvement, such as, “this goes 
next,” “it’s your turn,” “look here.” Additionally, the parent may use non-specific praise 
and global feedback to promote the child’s involvement in addition to verbal prompts and 
structuring information.  “Good girl,” “nice car,” and “perfect” are examples of non-
specific praise.  Alternatively, the parent may demonstrate clear interest (e.g., paying 
attention to the child, commenting, asking non-intrusive questions, saying “Ohhh” and 
“Ahhh”), but not give praise.  If parent demonstrates clear interest without giving praise, 
also code this here. In addition, the parent may also ask the child questions or make 
statements to help maintain their involvement.  This item encompasses a parent who uses 
a variety of different strategies, but no coercive, manipulative, or threatening strategies. 
5. Specific praise – At least one instance of specific praise is observed.  The parent provides 
specific, positive, and well-timed references to the child’s effort and effectiveness are 
used to get and maintain the involvement of the child.  The parent primarily highlights 
special task qualities of intrinsic interest to the child to stimulate the child’s involvement.  
Mother also provides some verbal prompts and structuring information.  Examples for the 
structured task include: “Very good, I like how you are placing the pieces so carefully so 
the house does not fall,” “Good girl- that’s a great placement for the door,” and “you’re 
working hard – we’ve got a good chance of finishing this soon” are examples for the 
structured task.  Examples for the unstructured task include: “Wow, that’s so creative to 
draw a road for the skateboard on the Magna Doodle” or “You are working so hard to 
complete a track for the trains.  You’re almost there.”   
 
11.  Spurning   (code based on amount of incidents observed) 
 
Coding judgments regarding negative acts by parents/caregivers (an act/instance is considered 
one interaction/topic.  For example, the mother says something, the child replies, and the mother 
or child says something else on the same topic): 
0. Non occurrence 
1. One to two mild-moderate acts  
2. Pattern of repeated mild-moderate acts (3 or more instances) or one strong act 
3. Pattern of repeated strong acts (2 or more instances) or one extreme act (worse than 
strong) 
 
Judge acts, not intentions or consequences.  Don’t judge on basis of a hypothesis or general point 
of view you’ve formed, put down what you see even if there is contradictory evidence (accepting 
and rejecting behaviors). 
 




Active rejecting and/or degrading through words, gestures, and/or other behaviors.  Spurning 
includes, belittling, degrading, and other nonphysical or overly hostile/rejecting treatments used 
towards a child.  Shaming and/or ridiculing a child are also included in this code.  Score 
mother’s contempt towards the child here.  Do not score appropriate limit setting here (for 
example, if child is throwing toys or hitting and the parent tells them to calm down or stop their 




Mild –  
• “Are you frustrated already?” 
• “This will be hard for you” (unjustified by situation) 
• “I’d better do this part for you” (unjustified by situation) 
• Frowning at child’s efforts while allowing him/her to continue. 
• Mild shaming (publicly teasing).   
• Parent may tell the child to stop crying  
• Parent may say, “Put a smile on it, honey” when the child looks upset 
• Continuing to talk over a child as they try to express an idea (even if the parent is not 
being mean towards the child).  Another way to conceptualize this is to think of the 
parent “rejecting” their child’s idea by not letting the child express their idea. 
 
Moderate –  
• “Let me do it, you’ll mess it up” 
• Makes facial expression of disbelief for child to see as reaction to child’s attempt 
• Parent tells a child that they are not experiencing a specific emotion (e.g., mother says, 
“no, you’re not sad”) 
 
Strong – 
• “Keep your hands off – you’ll screw it up!” 
• “You just watch – we want to do it right” 
• “Come on stupid – can’t you get it?" 
• “You’re a real loser, aren’t you?” 
• Laughs mockingly at child’s error or attempt 
• Shaming. For example, making fun of the child’s bedwetting problem 
• Parent firmly and repeatedly tells a child to cease displaying a specific emotion 
• Parent makes fun of a child for displaying a specific emotion 
 
12.  Terrorizing (code based on amount of incidents observed) 
 
Coding judgments regarding negative acts by parents/caregivers (an act/instance is considered 
one interaction/topic.  For example, the mother says something, the child replies, and the mother 
or child says something else on the same topic): 
0. Non occurrence 
1. One to two mild-moderate acts  
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2. Pattern of repeated mild-moderate acts (3 or more instances) or one strong act 
3. Pattern of repeated strong acts (2 or more instances) or one extreme act (worse than 
strong) 
 
Judge acts, not intentions or consequences.  Don’t judge on basis of a hypothesis or general point 
of view you’ve formed, put down what you see even if there is contradictory evidence (accepting 
and rejecting behaviors). 
 
Keep tallies for mild/moderate, strong, and extreme behaviors. 
 
*Note: Voice quality is included in this code 
 
Key concept: Judge act(s) in regard to its threat or danger to the average child of the target 
child’s development level in the mainstream culture. 
 
Threaten child with violence. 
Threatening violence against child’s loved ones (other family members) or objects (comfort toys 
or favorite toys). 
Physical attack on/act of violence directed toward child.   
Place child in an unpredictable, chaotic, or frightening situation (at the extreme, placing the child 
in a recognizably dangerous situation). 
Examples: 
 
Mild –  
• “You’d better behave” 
• Abrupt – harsh voice quality 
• In a harsh voice says, “put that back!” 
 
Moderate –  
• “You know what will happen to you if you don’t straighten up” 
• Tightens body posture and facial expression in threatening and observable manner for 
child 
• Thrusting/pointing index finger toward child to influence behavior 
• Shouts threats of physical harm at child  
 
Strong –  
• “I’m going to whip you in a minute” 
• Slams fist down on table  
• Menacing gestures made toward child – facial expression, growl, fist shaking 









13.  Isolating (code based on amount of incidents observed) 
 
Coding judgments regarding negative acts by parents/caregivers (an act/instance is considered 
one interaction/topic.  For example, the mother says something, the child replies, and the mother 
or child says something else on the same topic): 
0. Non occurrence 
1. One to two mild-moderate acts  
2. Pattern of repeated mild-moderate acts (3 or more instances) or one strong act 
3. Pattern of repeated strong acts (2 or more instances) or one extreme act (worse than 
strong) 
 
Judge acts, not intentions or consequences.  Don’t judge on basis of a hypothesis or general point 
of view you’ve formed, put down what you see even if there is contradictory evidence (accepting 
and rejecting behaviors). 
 
Keep tallies for mild/moderate, strong, and extreme behaviors. 
 
Physically isolate/confine (confining child or placing unreasonable limitation on freedom of 
movement) 
Socially isolate/confine (placing unreasonable limitations/restrictions on social interactions with 
peers or adults – this may be done verbally in the session) 
Actively terminate communication. 
Examples: 
 
Mild –  
• Preoccupied with keeping child in seat 
• Very little conversation initiated by mother 
 
 
Moderate –  
• Lack of initiation or response - Mom doesn’t initiate talk and only talks to child when 
child initiates conversation (including gestures, tapping, or sound) 
• Tries to keep child from communicating with others present (e.g., examiner) 
• Tries to keep child from normal movement in his seat while on task 
 
Strong –  
• Says “stop talking” or “don’t talk while you’re working” when the child initiates or 
attempts to make social contact  
• Refuses to allow child freedom to get drink or go to toilet when request/need is expressed 
with no acceptable rationale given 
• Mom is in parallel play mode throughout most of process with little to no interaction or 
mutually facilitating behavior shown 
• Keeps child from contact with others when they enter the room by using own body as 
shield, by dominating all interactions 




14.  Corrupting/Exploiting (code based on amount of incidents observed) 
 
Coding judgments regarding negative acts by parents/caregivers (an act/instance is considered 
one interaction/topic.  For example, the mother says something, the child replies, and the mother 
or child says something else on the same topic): 
0. Non occurrence 
1. One to two mild-moderate acts  
2. Pattern of repeated mild-moderate acts (3 or more instances) or one strong act 
3. Pattern of repeated strong acts (2 or more instances) or one extreme act (worse than 
strong) 
 
Judge acts, not intentions or consequences.  Don’t judge on basis of a hypothesis or general point 
of view you’ve formed, put down what you see even if there is contradictory evidence (accepting 
and rejecting behaviors). 
 
Keep tallies for mild/moderate, strong, and extreme behaviors. 
 
Key Concept: Code based on observations of the parent leading the child away and astray from 
the task. 
 
Using a child in ways serving the adult, and not the child, or meeting own needs in ways directly 
interfering with child’s attempts to meet his/her needs encouraging or coercing abandonment of 
developmentally appropriate autonomy, and/or extreme over-involvement 
Actively encouraging/teaching anti-social, self-harming, or developmentally inappropriate 
behavior 
Modeling/demonstrating behavior which is anti-social, self-harming, or developmentally 
incorrect/inappropriate   
Allowing child behavior which is anti-social, self-harming, or incorrect/inappropriate  




Mild –  
• Doesn’t instruct child – simply lets child watch and participate in way unlikely to be 
understood 
• Says, “it doesn’t matter how we do this, just so we get it done” 
 
Moderate –  
• Plays with/manipulates materials in a manner interfering with the child’s opportunity to 
participate or move forward on task. 
• Models/demonstrates inefficient or incorrect procedure for handling task 
• Shows little to no interest in having the child learn throughout the session.  
• Seems only interested in getting it over and getting the task done  
• Gives child role of “mom’s assistant” below child’s competency or level of potential for 
learning by trying  
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• Allows child (without corrective follow-up) to use foul language or make statements 
degrading self or others 
• Parent takes over and directs the child’s activities (e.g., the parent tells the child exactly 
what to do)   
• The parent does not allow the child to come up with his/her own ideas of how to tackle 
the task at hand (e.g., the parent may fire questions/directives at the child in a way that 
does not allow child to come up with his/her own ideas) 
• Limits child’s participation to holding tools/parts for mother and mother only allows 
child to take responsibility for lowest level of task. 
 
Strong –  
• Says “this is stupid – let’s get it over with” 
• Demonstrates/models ways to cheat or avoid responsibility 
• Uses strong language that degrades others  
• Encourages child to use foul language, make degrading statements, or engage in other 
inappropriate behavior (e.g., by smiling or laughing)  
• Mother demands a shift in attention to her own topics in a way that hinders the child’s 
development (takes child away from the task) and persists in this shift in attention (e.g., 
mother insists that the child discuss their babysitter’s cell phone habits as the child 
attempts to play pretend with the toy phone.  The mother continues to ask questions and 
does not allow the child to play with the toy in the way the child wants to)   
• Parent interferes with the child’s learning and child’s experience of the session by 
interrupting the child and asking/making task-irrelevant questions/comments to the point 
that it’s difficult for the child to think (e.g., as the child is determining where to put a 
window in their toy house, the parent asks off-topic questions that make it difficult for the 
child to think) 
• Pulls toy/game/material from child’s grasp and places in her work area  
 
 
Child Behavior Codes (adapted from Egeland & Sroufe, undated) 
 
15.  Child Negativity (summary code; adapted from Egeland and Sroufe Scales, undated) 
 
* Remember, this is child negativity directed at the caregiver 
 
Degree to which the child shows anger, dislike, or hostility toward the mother. At the high end, 
the child is repeatedly and overtly angry during the session and/or at the mother (e.g., forcefully 
rejecting her ideas, showing angry and resistant expression, pouting, or being unreasonably 
demanding or critical of her).  At the low end, there are neither overt nor covert signs of such 
anger.  Expressions are essentially positive toward mother/within the session whether or not the 
child is compliant or much involved with the mother. 
 







1. Positive (i.e., no signs of negativist towards mother)- Child shows no signs of negativism 
towards the mother.  She/he shows through consistently positive interactions toward the 
mother that she/he has a truly positive relationship toward the mother/within the session 
and feels no abiding anger toward the mother/within the session. [Code here if there are 
no clear negative signs towards the mother, even if no clear positive interactions are 
evident.] 
2. Mix of negative and positive - Child shows a mix of negativism and positivism towards 
the mother.  Neither negativism nor positivism is predominant in the interaction; there is 
a mix of both negative and positive interactions.   
3. Negative towards mother- Child’s anger and negativism are predominant in the 
interaction between the child and mother.  The child is repeatedly and overtly angry and 
resistant during the interaction.  The degree of anger seems so strong that the child cannot 
disguise it in subtler ways for long, but it repeatedly appears in his/her interactions. 
 
16.  Child’s Experience of the Session (summary code; adapted from Egeland and Sroufe 
Scales, undated) 
 
This scale reflects the degree to which the child’s experience in the session probably resulted in 
feelings of success and competence on the tasks and confidence in having a good relationship 
with his/her mother.  This scale reflects a variety of contributions in the child and mother’s 
behavior, which might contribute to the child’s experience of session.  A child scoring low on 
this scale might have had many conflicts with his/her mother or might have been dominated or 
been rejected by the mother in ways that would affect the child’s experience of success in the 
session.  A child scoring high on this scale would have been able to work well with the mother 
and to do the tasks successfully with some sense of autonomy in problem-solving through 
appropriate maternal assistance in the session.   
 
1. Low - Child had a very negative experience which probably contributed to lower 
expectations of his/her own competence, anger at self or mother, rejection by the mother, 
or intense resistance between mother and child.  There was very little in the session to 
compensate for these negative events.  Almost no good or only one good instance of 
positive experiences in the session. 
2. Moderate - A mix of positive and negative instances throughout the session.  The session 
may be a moderately negative experience for the child, but overall, neither a success nor 
a failure experience of the child; OR The child seemed to get through the session with 
success and basically have positive interactions with his/her mother, but there might have 
been some minor aspects in which the child or mother’s contributions may have been 
deficient in helping the child feel success.  For example, the child may have success in 
the task, but not display a good relationship with their mother, or vice versa. 
3. High - The child has a very positive experience of doing well on the tasks and having a 
good relationship with his/her mother.  There were very positive interactions between the 
mother and child, and the child was able to do the tasks with enough help and enough 
autonomy to experience competence in doing the tasks.  Although minor problems in the 
session might have occurred, the overall effect of the mother and child’s interactions was 
very positive in terms of the child’s experience of success and confidence in the 
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relationship. [A child who seems content/happy throughout the session regardless of 
interactions with their parent (e.g., a child who works independently and does not seem to 




17.  Child Aggression Tally (code based on amount of incidents observed) 
 
Tally if the child displayed any verbal or physical aggression.   
 
No symbolic aggression (e.g., eye rolls) will be coded.   
 
Verbal aggression includes yelling at parent or verbal threats (e.g., “I hate you”).   
 
Physical aggression includes hitting, pinching, or kicking the parent.  Physical aggression also 
includes throwing objects, throwing objects at the parent, breaking or destroying toys/equipment 
or using an object to hit the parent.  Physical aggression also includes attempts at aggression (for 
example, if the child attempts to hit their parent, but misses). 
 
Please also note what type of aggression was observed by listing exactly what was seen (i.e., 
child hit parent with Legos®). 
 












18 Types of Psychological Maltreatment  
(adapted with permission from Baker, Schneiderman, Brassard, & Donnelly, 2012; Hart, 






Belittling, degrading, and other non-physical 
forms of overly hostile or rejecting treatment.  
Non physical forms of accepting, praising, 
appreciating, admiring, or commending. 
Shaming or ridiculing a child for showing 
normal emotions.  
Accepting, promoting, or coaching a 
child’s expression of normal emotions. 
Singling out a child to criticize and punish or to 
perform most of the household chores or to 
receive fewer rewards.   
Treating a child fairly in relation to his/her 
siblings. 
 
Public humiliation.  Constructively criticizing a child in 
private, and being encouraging rather than 
discouraging when a child fails or 





Placing a child in psychologically unpredictable 
or chaotic circumstances.  
Placing a child in a psychologically safe 
and predictable environments 
Placing a child in a recognizably dangerous 
situation.  
Placing a child in a safe and predictable 
environment, and protecting the child 
from danger. 
Setting rigid or unrealistic expectations with the 
threat of loss, harm, or danger if they are not 
met. 
Setting realistic and flexible expectations 
and allowing the child to fail and struggle 
to achieve them, helping teach the child 
how to reach goals. 
Threatening violence against a child verbally or 
nonverbally. 
Not threatening or perpetrating violence 
against a child, using positive discipline.   
  
Threatening or perpetrating violence against a 
child’s loved ones or objects. 
Respecting a child’s feelings for other 





Confining a child or placing unreasonable 
limitations on the child’s freedom of movement 
within his/her environment. 
Allowing a child freedom of movement 
within the controlled environment.  
Placing unreasonable limitations or restrictions 
on social interactions with peers or adults in the 
community.  
 
Encouraging age appropriate social 





Modeling/permitting or encouraging anti-social Modeling/permitting or encouraging pro-
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behavior such as prostitution, performance in 
pornographic media, initiation of criminal 
activities, substance abuse, violence to or 
corruption of others.  
social behavior. 
 
Modeling/permitting or encouraging 
developmentally inappropriate behavior such as 
parentification, infantalization, or living the 
parent’s unfulfilled dreams. 
Modeling/permitting or encouraging 
developmentally appropriate behavior, 
letting the child act his/her age, not using 
the child to fulfill one’s own needs. 
 
Encouraging or coercing abandonment of 
developmentally appropriate autonomy through 
extreme over-involvement, intrusiveness, and/or 
dominance. 
Allowing and encouraging the child’s 
striving for developmentally appropriate 
autonomy. Respecting a child’s separate 
boundaries, needs, and experiences.  
 
Restricting or interfering with cognitive 
development. 








Being detached and uninvolved through either 
incapacity or lack of motivation. 
Promoting and encouraging cognitive 
development.  
 
Interacting only when necessary. Interacting frequently and spontaneously. 
Failing to express affection, caring, and love. Expressing care and love with words, 
touch, and behavior.  
MENTAL HEALTH, MEDICAL, AND 
EDUCATIONAL NEGLECT 
Negative Forms 
MENTAL HEALTH, MEDICAL, AND 
EDUCATIONAL NEGLECT 
Positive forms 
Ignoring the need for, failing or refusing to 
allow or provide treatment for serious 
emotional/behavioral problems or needs of the 
child 
Meeting the needs of and 
providing/obtaining treatment for serious 
emotional/behavioral problems or needs 
of the child 
Ignoring the need for, failing or refusing to 
allow or provide treatment for serious physical 
health problems or needs of the child 
Meeting the needs of and 
providing/obtaining treatment for physical 
health problems or needs of the child 
Ignoring the need for, failing or refusing to 
allow or provide treatment for serious 
educational problems or needs of the child 
Meeting the needs of and 
providing/obtaining treatment for 








Parent and Child Demographic Data 
 
Table D1. 
Parent Demographic Data 
Gender of Parents Frequency Percent 
 Female 27 90.0 
Male 3 10.0 
 
Relationship to Child Frequency Percent 
 Mother 25 83.3 
Father 3 10.0 
Grandmother 2 6.7 
 
Race/Ethnicity of Parents Frequency Percent 
 Black /African American 14 46.7 
Hispanic/Latino 10 33.3 
Caucasian 3 10.0 



























Child Demographic Data 
Child Age Frequency Percent 
 5 7 23.3 
6 7 23.3 
7 1 3.3 
8 2 6.7 
9 3 10.0 
10 3 10.0 
11 4 13.3 
12 3 10.0 
 
Gender of 
Children Frequency Percent 
 Female 5 16.7 
Male 25 83.3 
 
Child Ethnicity Frequency Percent 
 Black /African American 9 30.0 
Hispanic /Latino 9 30.0 
Multiple 9 30.0 
Caucasian 3 10.0 
 
Time of Diagnosis 
Dichotomized Variable Frequency Percent 




diagnosis of ASD 
24 80.0 
 
Child Comorbidity Frequency Percent 
 None 21 70.0 




Other 1 3.3 
Note. The comorbid disorders reported here do not include Intellectual Disability.  For the 
purposes of all analyses (correlations and testing hypotheses), a binary code for child 




Parent-Child Interaction Task - Procedure and Instructions 
 
1) Tell parent, “Please do not use last names on the video”  
2) Set up toys for free play 
a. Small basketball 
b. Magna Doodle® 
c. Toy electronic telephone 
d. Brio® trains 
e. Make-believe play (for younger children use doll and doll props, for older 
children use small figurines in red container) 
3) Start video 
4) Instructions for free play – “Here are a bunch of toys I’d like you to play with for a little 
while. You and your [parent] may play with these toys however you want.” 
5) Go into observation room, start timer, & make notes  
6) At 7 minutes, re-enter clinic room & say, “It’s time to clean up now so you can play with 
something else.” 
7) Clean up with parent and child, and bring out structured task 
a. Children 5-6 – use Duplos®  
b. Children 7 and up – use Legos®  
8) “Now I’d like you and your [parent] to build a home together.  [Parent], you can help 
[child] if they need help.  When time is up, I will knock on the window and please direct 
[child] to put all the [Legos®, Duplos®] away.”  
 
214 
9)  Go into observation room & continue to make notes 
10) After 7 minutes of structured task (Legos®, Duplos®), knock firmly on the window to 
indicate to the parent that the clean up task has begun. 
11) After the toys are put away or after 1.5 minutes, go in the room.  Congratulate child on a 
job well done. 
12) Let child pick their prize from the prize bin & ask parent, “Was this a typical interaction? 






Feasibility of the Parent-Child Interaction Task 
A task was needed that would work across the dissertation study’s age range (ages 5-12) 
and level of adaptive/intellectual functioning (very low to above average ability). This feasibility 
study examined the usefulness of the parent-child interaction coding system with children 
between 5 and 12 years old of varying functioning levels.  
This feasibility study examined whether the previously developed codes needed 
modification for this dissertation. The parent-child interaction was coded based on observed 
nonverbal and verbal behaviors that reflect the degree of parental emotional support, the degree 
to which parents are critical or punitive of their child, and the quality of the parent’s instruction 
and scaffolding. Two people knowledgeable with the coding system consensus coded four 15-
minute parent-child interactions (two mothers with their two children: two males, two females) 
to determine if modifications to the coding system (PMCS; Brassard et al., 1993) were 
necessary. 
This feasibility study confirmed the effectiveness of the toys and tasks that would be used 
in the parent-child interaction, confirmed the coding system, and also tested that the task was 
appropriate for children varying in age and cognitive ability.  All parents and children 
successfully participated in the parent-child interaction. Post-interaction informal interviews with 
the children and parents indicated that the children enjoyed the toy choices and tasks. A 
review/coding of the parent-child interaction with Dr. Marla Brassard revealed that children 
across a range of functioning levels and genders successfully completed both the free play and 




Modifications made to the PMCS to create the PMCS-ASD 
After the feasibility study, the following changes were made to the PMCS (Hart & 
Brassard, 1986; Brassard, Hart & Hardy, 1993) in order to adapt the measure for an ASD 
population (these modifications were made in collaboration with Drs. Brassard and Hart, 2014): 
1) Based upon the recommendation of the proposal committee (May 2014), the following item 
scales were truncated: Item 1, Mother’s Supportive Presence (changed from 5-item scale to 3-
item scale), Item 2, Mutual Pleasure (changed from 4-item scale to 3-item scale), Item 5, 
Mother’s Emotional Response to Task and Situation (changed from 5-item scale to 4-item scale), 
and Item 8, Quality of Instruction/Structure (changed from 5-item scale to 3-item scale); 2) 
Additionally, based on the recommendation of the dissertation committee, a clean up task was 
added.  As some participants had already participated in the parent-child task before this 
modification was approved and added to the study, only 16 dyads were administered the clean up 
task.  The clean up task was added at the end of the parent-child task; 3) As the measure was to 
be used to code an unstructured task, structured task, and clean up task, clarifications were made 
throughout the measure to assist coders when coding the various tasks (i.e., when necessary, 
examples of behaviors were given for the different tasks and task-specific instructions were 
given); 4) Item 9, Respect for Child’s Autonomy, was eliminated from the coding for the clean 
up task, as the parent was told to instruct the child to clean up; 5) Additional scores were added 
to item 6, Touching, and coders were instructed to indicate all types of touch observed 
throughout the session (the following codes were added: touching to make the child attend, 
touching to direct by using hand over hand, other touch); 6) An item was added to account for 
child aggression observed during the session, and coders were instructed to tally observed verbal 
and physical aggression; 7) Clarifications and additional examples were added to items in order 
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to adequately adapt the measure for an ASD population.  8) Slight modifications were also made 
to some codes.  Specifically, a code of “2” on Mother’s Mental Status (item 4) was clarified to 
indicate that a parent who shows signs of being anxious, distressed, angry, or anxious should 
receive this score.  On item 5, Mother’s Emotional Response to Task and Situation, a score of 3 
was changed to capture parents who were “business like or displayed a mix of positive and 
negative responses.”  The wording of item 8, Quality of Instruction/Structure was altered to 
better account for the unstructured and structured tasks, and a score of “2” (moderate) was 
altered to capture a parent who “provides a mix of good and bad instructions and structure.”  
Within item 10, Strategies for Maintaining the Child’s Task Involvement, headings were added 
to each of the codes to best account for the differences between codes and changes were made to 
codes 3-5 to better account for different types of direction, praise, and information that the parent 
might give to the child during the task (1 = Lack of effort/Threatening, 2 = 
Manipulation/Coercion, 3 = Directives Only, 4 = Information and non-specific praise, 5 = 
Specific praise).  9) The negative parenting codes were altered to include examples of mild, 
moderate, and strong negative parenting that might occur in the ASD population/within the given 
tasks.  The definitions of the negative parenting codes were expanded according to APSAC 
guidelines to allow the reader to better understand each code. Additionally, the scoring for the 
negative parenting codes was better clarified to help the coder understand what a “pattern” and 





Scree Plots for Factor Analysis of the Psychological Multifactor Care Scale – ASD 
Adapted Version (PMCS – ASD) 
Figure G1. 
Scree plot of Principal Axis Factor Analysis with Promax Rotation for Structured Positive 
Parenting variables 




























Descriptive Statistics for Child Phenotype 
 N Min Max M SD Skewness   SE Kurtosis     SE 
ADI-R (sum of 
nonverbal algorithm 
items) 
30 9 51 34.77 9.32 -.66 .43 .66 .83 
ADOS-2 
(comparison score) 
30 4 10 7.03 1.97 -.17 .43 -1.13 .83 
Symptom 
Severity  
30 -1.14 1.26 .00 .60 .10 .43 -.54 .83 
Vineland-II 
Composite 
26 50 103 73.35 11.97 .60 .46 .39 .89 
FSIQ 30 28 119 79.03 23.71 -.33 .43 -.37 .83 
Note.  FSIQ and the Vineland-II are standardized scores (mean of 100, standard deviation of 15).  ADOS-
2 Comparison Scores are rated on a scale of 1-10 (1=low, 10=high). Higher scores on the ADI-R are 






Descriptive Statistics for Participant Age and Estimated Income 
 N Min Max M SD Skewness   SE Kurtosis   SE 
Parent Age 28 25 52 38.46 8.40 -.10 .44 -1.15 .86 
Child Age 30 5 12 7.90 2.56 .30 .43 -1.51 .83 






SE of Skewness .43 
Kurtosis .88 

























Descriptive Statistics of Psychological Multifactor Care Scale – Autism Spectrum Disorder 
Adapted Version Negative Parenting/Psychological Abuse Codes 
 N Min Max M SD 
Skew-




29 0 1 .10 .31 2.75 .43 5.96 .85 
U-Spurning 29 0 2 .31 .71 2.01 .43 2.33 .85 
U-Terrorizing 29 0 1 .03 .19 5.39 .43 29.00 .85 
U-Isolating 29 0 2 .07 .37 5.39 .43 29.00 .85 
U-Corrupting/ 
   Exploiting 




30 0 3 .17 .59 4.23 .43 19.25 .83 
S-Spurning 30 0 3 .23 .63 3.41 .43 13.24 .83 
S-Terrorizing 30 0 0 .00 .00 . . . . 
S-Isolating 30 0 0 .00 .00 . . . . 
S-Corrupting/ 
Exploiting 
30 0 2 .70 .70 .50 .43 -.78 .83 
Note. U = Unstructured; S = Structured.  All scales are rated on a 4-point scale (0-3).  Notably, 
20 out of 30 parents used some type of negative parenting.  Additionally, parents who used 






Negative Parenting Frequency Plots 
 
Figure I1. 
Sum of Negative Parenting/Psychological Abuse Scales from the Psychological Multifactor Care 
Scale - ASD Version used in the Unstructured Negative Parenting Factor 
 
Notes. N = 29; Frequency Plot of Unstructured Negative Parenting includes the following scales 
from the PMCS-ASD: Denying Emotional Responsiveness, Spurning, and 









Sum of Negative Parenting/Psychological Abuse Scales from the Psychological Multifactor Care 
Scale - ASD Version used in the Structured Negative Parenting Factor 
 
Notes. N = 30; Frequency Plot of Structured Negative Parenting includes the following scales 
from the PMCS-ASD: Denying Emotional Responsiveness, Spurning, and 









Sum of Negative Parenting/Psychological Abuse Scales from the Psychological Multifactor Care 
Scale - ASD Version Across Tasks 
 
Notes. N = 29; Frequency Plot of Unstructured and Structured Negative Parenting includes sums 
across tasks of the following scales from the PMCS-ASD: Denying Emotional Responsiveness, 


























-.148 -.036 .282 -.154 .104 
S-Spurning  .346a .423* .556** .170 
S-Corrupting/ 
Exploiting 




   .155 .345a 
U-Spurning     .414* 
U-Corrupting/ 
      Exploiting 
     
Notes. U = unstructured variable; S = structured variable. Spearman’s rho correlations are 
reported for all variables.  Correlations including one or more unstructured variables, n = 29; 
correlations where both variables were structured variables n = 30.   
* Correlation is significant at the 0.05 level (2-tailed) 
** Correlation is significant at the 0.01 level (2-tailed) 





Psychological Multifactor Care Scale – Autism Spectrum Disorder Adapted Version 

















Aggression -.067 .122 .150a .143a .083 .058 
U-Child 
Negativity 
.384* .084 -.243 -.032 .372* .044 
S-Child 
Negativity 










-.235 -.256 -.345a -.130 -.278 -.080 
Notes. The letter “U” before a variable indicates that the variable was derived from coding the 
unstructured task; the letter “S” before a variables indicates that the variable was derived from 
coding the structured task.  Rank-biserial correlations are reported for correlations between 
dichotomous and ordinal variables (aggression and all PMCS-ASD scales).  Spearman’s rho 
statistics are reported for all other correlations.  Correlations including one or more unstructured 
variables n=29, correlations where both variables were structured n=30.  Correlations including 
the Aggression variable are missing two additional cases (when correlated with an unstructured 
variable n=27, when correlated with a structured variable n=28). 
* Correlation is significant at the 0.05 level (2-tailed) 
** Correlation is significant at the 0.01 level (2-tailed) 






Correlations between Positive Parenting and Negative Parenting Factors from the 























-.538** -.469** .436* - 
Structured Patience -.528** -.673** .550** .677** 
Note. Pearson correlations were conducted for all correlations.  Correlations including one or 
more unstructured variables n=29, correlations where both variables were structured n=30.   
** Correlation is significant at the 0.01 level (2-tailed) 
* Correlation is significant at the 0.05 level (2-tailed) 
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